

































I	 have	 been	 very	 fortunate	 to	 have	 had	many	 people	 supporting	me	 over	 the	
course	 of	 this	 research	 project.	 I	would	 like	 to	 take	 this	 opportunity	 to	 thank	

























ABSTRACT ........................................................................................................................... X 
CHAPTER 1: INTRODUCTION ............................................................................................. 12 
1.1 INTRODUCTION ........................................................................................................... 12 
1.2 RESEARCHER’S POSITION ............................................................................................... 12 
1.3 BACKGROUND TO THE STUDY .......................................................................................... 13 
1.4 STUDY PURPOSE .......................................................................................................... 16 
1.5 RESEARCH DESIGN ........................................................................................................ 16 
1.6 THEORETICAL FRAMEWORK ............................................................................................ 17 
1.7 SIGNIFICANCE OF THE STUDY .......................................................................................... 18 
1.8 DEFINITION OF TERMS ................................................................................................... 18 
1.9 ORGANISATION OF THE THESIS ........................................................................................ 20 
1.10 SUMMARY ................................................................................................................ 21 
CHAPTER 2:  LITERATURE REVIEW .................................................................................... 22 
2.1 INTRODUCTION ........................................................................................................... 22 
2.2 SEARCH STRATEGY........................................................................................................ 22 
2.3 CLINICAL DECISION-MAKING ........................................................................................... 23 
2.3.1 Defining clinical decision making ...................................................................... 23 
2.3.2 Clinical decision making and theoretical framework ......................................... 26 
2.3.3 Cognitive Continuum Theory ............................................................................. 26 
2.3.4 Hypothetico-Deductive Reasoning .................................................................... 27 
2.3.5 The Situated Clinical Decision-Making Framework ............................................ 29 
2.3.6 The nursing process .......................................................................................... 32 
2.4 DEFINITION AND AETIOLOGY OF CONSTIPATION .................................................................. 35 
2.4.1 Constipation complications in cancer patients .................................................. 37 
	 vi	
2.4.2 Cancer and constipation incidence .................................................................... 39 
2.4.3 Constipation burden on a patient’s quality of life .............................................. 39 
2.5 ASSESSMENT OF CONSTIPATION IN CANCER PATIENTS ........................................................... 41 
2.6 RNS’ ROLES AND RESPONSIBILITIES: CONSTIPATION MANAGEMENT ......................................... 44 
2.7 CONSTIPATION MANAGEMENT OPTIONS............................................................................ 47 
2.7.1 Non-pharmacological interventions .................................................................. 48 
2.7.2 Pharmacological interventions ......................................................................... 49 
2.8 GAPS IN THE LITERATURE ............................................................................................... 54 
2.9 SUMMARY.................................................................................................................. 55 
CHAPTER 3:  METHODOLOGY ........................................................................................... 56 
3.1 INTRODUCTION ........................................................................................................... 56 
3.2 RESEARCH QUESTION .................................................................................................... 56 
3.3 RESEARCH DESIGN ........................................................................................................ 56 
3.4 THEORETICAL FRAMEWORK ............................................................................................ 58 
3.4.1 Clinical decision-making ................................................................................... 58 
3.4.2 Stage 1: Novice (up to 6 months’ clinical practice experience [CPE]) .................. 59 
3.4.3 Stage 2: Advanced beginner (6 months to 1 year’s CPE) .................................... 59 
3.4.4 Stage 3: Competent (1–3 years’ CPE) ................................................................ 59 
3.4.5 Stage 4: Proficient (4–5 years’ CPE) .................................................................. 60 
3.4.6 Stage 5: Expert (more than 5 years’ CPE) .......................................................... 60 
3.5 ETHICAL CONSIDERATIONS ............................................................................................. 61 
3.5.1 Informed consent ............................................................................................. 61 
3.5.2 Confidentiality and anonymity .......................................................................... 62 
3.5.3 Risk–benefit ratio ............................................................................................. 63 
3.5.4 Data storage .................................................................................................... 65 
3.6 STUDY SETTINGS .......................................................................................................... 65 
	 vii	
3.6.1 Site One: Acute medical oncology ward ............................................................ 66 
3.6.2 Site Two: Community Health Centre ................................................................. 66 
3.7 PARTICIPANTS ............................................................................................................. 66 
3.7.1 Purposive sampling .......................................................................................... 66 
3.7.2 Inclusion criteria ............................................................................................... 67 
3.7.3 Exclusion criteria .............................................................................................. 68 
3.7.4 Participants’ sample size .................................................................................. 68 
3.7.5 Recruitment process ......................................................................................... 68 
3.8 DATA COLLECTION........................................................................................................ 70 
3.8.1 Pilot Interview .................................................................................................. 70 
3.8.2 Interview guide................................................................................................. 72 
3.8.3 The interview process ....................................................................................... 73 
3.9 DATA ANALYSIS ........................................................................................................... 74 
3.9.1 Transcription .................................................................................................... 74 
3.9.2 Phase1: Familiarising oneself with the data ...................................................... 75 
3.9.3 Phase 2: Generating initial codes ...................................................................... 75 
3.9.4 Phase 3: Searching for themes .......................................................................... 76 
3.9.5 Phase 4: Reviewing themes .............................................................................. 77 
3.9.6 Phase 5: Defining and naming themes .............................................................. 77 
3.9.7 Phase 6: Producing the report........................................................................... 78 
3.10 STUDY TRUSTWORTHINESS ........................................................................................... 79 
3.10.1 Credibility ....................................................................................................... 79 
3.10.2 Confirmability ................................................................................................. 81 
3.10.3 Transferability ................................................................................................ 81 
3.10.4 Dependability ................................................................................................. 82 
3.11 SUMMARY ................................................................................................................ 83 
	 viii	
CHAPTER 4: FINDINGS....................................................................................................... 84 
4.1 INTRODUCTION ........................................................................................................... 84 
4.2 THEMES AND SUBTHEMES .............................................................................................. 88 
Table 2: Subthemes associated with the major themes .............................................. 88 
4.3 THEME1: FACTORS INFLUENCING PRACTICE ....................................................................... 89 
4.3.1 Subtheme 1: Drawing on experience ................................................................. 89 
4.3.2 Subtheme 2: Lack of assessment tools ............................................................ 100 
4.4 THEME 2: DEVELOPING PARTNERSHIPS ........................................................................... 107 
4.4.1 Conferring with other health professionals ..................................................... 108 
4.4.2 Partnering with patient and family ................................................................. 113 
4.5 SUMMARY................................................................................................................ 123 
CHAPTER 5:  DISCUSSION ................................................................................................ 126 
5.1 INTRODUCTION ......................................................................................................... 126 
5.2 EXPERIENCE AND CLINICAL DECISION-MAKING .................................................................. 127 
5.2.1 Influence of clinical and personal experience in clinical decision-making ......... 127 
5.2.2 Clinical decision-making and constipation management ................................. 132 
5.2.3 Constipation assessment tools and clinical decision-making ........................... 135 
5.3 CLINICAL DECISION-MAKING AND PARTNERSHIPS ............................................................... 140 
5.3.1 Influence of collaboration on clinical decisions making ................................... 141 
5.3.2 Patient and family partnerships and clinical decision-making.......................... 143 
5.3.3 Communication and clinical decision-making .................................................. 145 
5.4 SUMMARY................................................................................................................ 150 
CHAPTER 6 THESIS CONCLUSION .................................................................................... 151 
6.1 LIMITATIONS OF THE STUDY .......................................................................................... 153 
6.2 IMPLICATIONS AND RECOMMENDATIONS FOR FUTURE RESEARCH .......................................... 154 
	 ix	
REFERENCES: .................................................................................................................. 159 
APPENDICES: .................................................................................................................. 178 
APPENDIX 1: HUMAN RESEARCH COMMITTEE ....................................................................... 178 
APPENDIX 2: PARTICIPANT INFORMATION SHEET.................................................................... 182 
APPENDIX 3: PARTICIPANT CONSENT FORM .......................................................................... 186 
APPENDIX 4: TRANSCRIBER CONFIDENTIAL FORM ................................................................... 189 
APPENDIX 5: NURSE UNIT MANAGER REQUEST LETTER ............................................................ 190 
APPENDIX 6: RECRUITMENT POSTER .................................................................................... 192 
APPENDIX 7: PARTICIPANT’S DEMOGRAPHIC DATA .................................................................. 194 






Background:	 Clinical	 decision-making	 (CDM)	 is	 a	 complex	 nursing	 process	
undertaken	 by	 Registered	 Nurses	 (RNs)	 in	 clinical	 practice	 and	 a	 crucial	
component	to	ensure	high-quality	patient	care.	CDM	is	essential	in	planning	and	
delivering	evidenced	based	care	to	patients	with	constipation.	Constipation	is	a	













informs	 RNs’	 decision-making,	 rather	 than	 specific	 knowledge,	 education,	 or	
using	assessment	tools	related	to	constipation.	
Implications:	 The	 study	 findings	 span	 two	 distinct	 clinical	 settings,	 which	
provide	insights	and	contribute	to	the	body	of	knowledge	about	CDM.	Education	
programs	 are	 needed	 to	 focus	 on	 educational	 frameworks,	 which	 foster	 the	
	 xi	






and	 use	 of	 standardised	 evidenced-	 based	 constipation	 assessment	 tools	 are	








This	 descriptive,	 qualitative	 study	 focuses	 on	 the	 Clinical	 Decision-Making	 (CDM)	 of	
Registered	 Nurses	 (RNs),	 who	 care	 for	 patients	 diagnosed	 with	 cancer	 who	 are	





















This	 study	 explored	what	 influences	 the	 CDM	of	 RNs	when	managing	 constipation	 in	
cancer	 patients.	 CDM	 is	 a	 complex	 activity	 undertaken	 by	 RNs	 when	making	 clinical	
assessments,	 and	 planning	 and	 delivering	 care	 (Davis	 &	 Maisano,	 2016;	 McCullough,	
McKinlay,	 Barthow,	Moss,	 &	Wise,	 2010;	 Payne,	 2015;	 Prichard,	 Norton,	 &	 Bharucha,	









Although	 accurate	 statistics	 relating	 to	 the	 incidence	 of	 constipation	 are	 unavailable	






41%	 of	 cancer	 patients	 experience	 constipation	 (Fredericks,	 Hollis,	 &	 Stricker,	 2010;	
Lentz	 &	 McMillan,	 2010;	 Leppert,	 2010).	 In	 2012,	 New	 South	 Wales	 (NSW)	 had	 an	
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estimated	population	of	7.3	million,	with	42,079	new	cases	of	cancer	being	diagnosed	




for	 this	 research.	 Further,	 there	 has	 been	 no	 study	 of	 RNs’	 CDM	 using	 a	 descriptive,	
qualitative	design	that	focuses	on	constipation	in	cancer	patients.	
RNs	are	in	the	best	position	to	assess	symptoms	such	as	constipation	in	cancer	patients,	
to	 exclude	 underlying	 and	 treatable	 conditions,	 and	 to	 implement	 evidence-based	




intake,	 physical	 activity,	 and	 psychosocial	 history	 is	 recommended	 (Huang,	 2016;	




focuses	 on	 what	 influences	 RNs’	 CDM	 when	managing	 constipation	 in	 patients	 with	
cancer.		
The	management	of	 this	distressing	symptom	varies	widely	(Gardiner	&	Hilton,	2014:	
Kyle,	 2011;	 Clark,	 Urban,	 &	 Currow,	 2010;	 Spinzi	 et	 al.,	 2009)	 and	 is	 dependent	 on	
variables	such	as	the	individual’s	symptom	severity	(Spinzi	et	al.,	2009),	the	assessment	






&	Morgan,	2012;	Gardiner	&	Hilton,	2014).	However,	 studies	have	 shown	 that	 cancer	
patients	tend	to	remain	constipated	despite	increasing	fluid	and	fibre	intake,	encouraging	






life	 (Dhingra	 et	 al.,	 2013).	Woolery	 et	 al.,	 (2008)	 and	 Othman	 Younes	 and	 Tawalbeh	
(2017)	 identified	 constipation	as	one	of	 the	most	 common	symptoms	encountered	by	
cancer	 patients,	 causing	 distress	 and	 negatively	 affecting	 a	 patient’s	 quality	 of	 life.	
Another	distressing	trend	suggests	that	constipation	management	remains	the	symptom	
of	lowest	priority	(Kyle,	2011;	Ndefo	&	Erowele,	2011;	Stevens,	Droney,	&	Riley,	2008).	







lead	 to	 cancer	 patients	 developing	 bowel	 perforation,	 secondary	 to	 faecal	 impaction	
(Lentz	&	McMillan,	2010).		
Caring	 for	 cancer	 patients	 who	 are	 suffering	 with	 constipation	 requires	 healthcare	
professionals	to	have	a	high	level	of	interpersonal	skills	as	well	as	a	holistic	approach	to	
care	 (Candrilli,	 Davis,	 &	 Iyer;	 2010).	 Consequently,	 RNs’	 role	 in	 the	 assessment,	
prevention,	 and	 management	 of	 constipation	 is	 determined	 by	 their	 proximity	 and	
interaction	with	patients,	 families,	 and	colleagues	 (Lentz	&	McMillan,	2010;	McMillan,	
Tofthagen,	 Small,	 Karver,	 &	 Craig,	 2013;	 Mitchell,	 2014a).	 Issues	 such	 as	 poor	
communication	skills	and	lack	of	knowledge	among	healthcare	professionals	contribute	
to	poor	symptom	control	in	cancer	patients	(McMillan	et	al.,	2013).		
Understanding	 what	 influences	 the	 clinical	 decision-making	 of	 RNs	 managing	
constipation	 in	 cancer	 patients	 is	 significant	 and	 there	 are	 no	 international	 or	 local	










in	 cancer	 patients.	 Descriptive	 qualitative	 research	 is	 useful	 for	 exploring	 little-
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understood	phenomena,	and	when	a	new	area	of	interest	is	being	investigated	(McCusker	
&	 Gunaydin,	 2015).	 Boswell	 and	 Cannon	 (2014)	 support	 the	 use	 of	 a	 descriptive	
qualitative	 design	 when	 little	 is	 known	 about	 a	 topic.	 In	 order	 to	 enhance	 the	
understanding	of	human	health,	a	qualitative	research	approach	combines	the	science	
and	 art	 of	 nursing	 (LoBiondo-Wood	&	Haber,	 2010).	 In	 the	 qualitative	 approach,	 the	
researcher	 strives	 to	 interpret	 meanings	 rather	 than	 explain	 them	 and	 attempts	 to	
understand	rather	than	to	solve	a	problem	(Polit	&	Beck,	2014).	Descriptive	qualitative	
research	 is	 typically	 more	 flexible	 because	 it	 allows	 greater	 interaction	 between	 the	
researcher	 and	 the	 study	 participant	 (McCusker	&	Gunaydin,	2015),	which	 suited	 the	
current	study.	
1.6	Theoretical	framework		























CDM	 when	 managing	 constipation	 in	 cancer	 patients,	 it	 was	 crucial	 to	 explore	 the	
experiences	 of	 RNs.	 This	 study	 will	 contribute	 to	 advancing	 the	 body	 of	 knowledge	
related	 to	 symptom	management	 in	 cancer	patients.	The	 findings	generated	 from	 this	




Clinical	 decision-making	 involves	 a	 fundamental	 process	 of	 taking	 steps	 or	 actions	
towards	 solving	problems	 relevant	 to	 clinical	practice.	RNs	 frequently	make	decisions	
while	planning	and	delivering	care,	using	knowledge	and	skills	gained	through	education	
and	experience	(Gillespi	&	Peterson,	2009).	







Australian	 tertiary	 institution	 within	 a	 12-month	 period	 following	 completion	 of	 the	
prescribed	 educational	 preparation	 and	 has	 demonstrated	 competence	 for	 practice.	
(Nurses	and	Midwifery	Board	of	Australia	(NMBA),	2016),	
Registered	 Nurse	 (RN)	 is	 a	 person	 who	 has	 completed	 prescribed	 educational	
preparation,	 has	 demonstrated	 competence	 for	 practice,	 and	 is	 registered	 to	 practice	
under	 the	 Australian	 Health	 Practitioner	 Regulation	 Agency	 (AHPRA,	 2016).	 An	 RN’s	
practice	 is	 person	 centred	 and	 evidence	 based	with	 preventative,	 curative,	 formative,	
supportive,	restoration	and	palliative	elements	(NMBA,	2016).	An	RN	is	expected	to	work	
in	 a	 therapeutic	 and	 professional	 relationship	 with	 health	 individuals,	 families	 and	
communities	(NMBA,	2016).	
Opioid-induced	constipation	 is	constipation	encountered	by	patients	who	are	taking	
opioids	 for	 cancer-related	 pain,	 acute	 traumatic	 or	 postoperative	 pain,	 severe	 and/or	





the	 physical,	 social,	 and	 psychological	 wellbeing	 of	 an	 individual	 (Nayak,	 George	 &	
Vidyasagar	 2017).	 The	 quality	 of	 life	 is	 multidimensional	 and	 subjective	 (Ciećko,	
Bandurska,	 Zarzeczna-Baran,	 &	 Siemińska,	 2017)	 only	 described	 and	 measured	 in	
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study	 undertaken.	 The	 literature	 review	 includes	 the	 appraisal	 of	 clinical	 decision-
making	relating	to	managing	constipation	in	cancer	patients.		
Chapter	3	presents	the	methodological	approach	for	this	study.	This	chapter	discusses	




analysis	 of	 the	 study	 data	 regarding	 what	 influences	 RNs’	 clinical	 decisions	 when	
managing	constipation	in	cancer	patients.		









study,	 researcher’s	 position,	 study	 background	 and	 its	 purpose.	 Further,	 this	 chapter	
presents	the	research	design,	the	theoretical	framework	and	the	significance	of	the	study.	
Important	 terms	 used	 in	 this	 thesis	 are	 defined.	 Finally,	 organisation	 of	 the	 thesis	 is	
presented.	 The	 following	 chapter,	 Chapter	 2.	 addresses	 the	 literature	 related	 to	 the	








This	 chapter	 explores	 the	 literature	 to	 determine	 the	 current	 state	 of	 knowledge	
regarding	what	influences	the	clinical	decision-making	(CDM)	of	RNs	when	they	manage	
cancer	 patients	 with	 constipation.	 RNs	 play	 a	 crucial	 role	 in	 managing	 symptoms	 of	
cancer	patients,	from	the	time	of	a	cancer	diagnosis	to	end-of-life.	This	review	discusses	
the	 challenges	 associated	 with	 constipation	 management	 and	 identifies	 factors	 that	
contribute	to	clinical	decision-making	and	how	it	impacts	a	cancer	patient’s	quality	of	life	
on.	It	focuses	on	the	CDM	approaches	used	by	RNs	in	clinical	practice	and	the	theoretical	




The	aim	of	 the	search	strategy	was	to	 find	both	published	and	unpublished	studies	 in	
relation	to	what	influences	RNs’	CDM	when	managing	constipation	in	cancer	patients.	The	
electronic	 databases	 searched	 included	 the	 Cumulative	 Index	 to	 Nursing	 and	 Allied	
Health	 Literature	 (CINAHL),	 MEDLINE,	 Ovid,	 PubMed,	 Scopus,	 Cochrane	 Database	 of	
Systematic	 Reviews,	 and	 Google	 Scholar	 using	 Medical	 Subject	 Headings	 (MeSH	
headings).	 The	 following	 key	words	were	 used,	 either	 individually	 or	 in	 combination	















care	 (Ellis,	 2017;	 Johnsen,	 Slettebø,	 &	 Fossum,	 2016).	 These	 healthcare	 professionals	
make	decisions	in	dynamic	clinical	contexts,	using	diverse	skills	and	knowledge	that	are	
evidence	based	(Ellis,	2017)	and	play	an	 important	role	 in	 the	quality	of	care	given	to	
patients	(Stinson,	2017).	The	major	objective	of	CDM	in	clinical	practice	is	to	provide	the	
highest	quality	patient	care	(Davis	&	Maisano,	2016;	Stinson,	2017;	Voldbjerg,	Grønkjær,	







The	 process	 of	 CDM	 interpretation	 has	 included	 terminologies	 such	 as	 diagnostic	
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reasoning	(or	 therapeutic	or	clinical	 judgement),	ethical	 judgement,	clinical	reasoning,	
clinical	problem-solving,	and	clinical	decision-making	(Smith,	2016;	Johnsen	et	al.,	2016;	
Davis	&	Maisano,	2016;	Ellis,	2017;	Cader,	Campbell,	&	Watson,	2005).	The	process	of	
diagnostic	 reasoning,	 or	 therapeutic	 or	 clinical	 judgement,	 refers	 to	 recognising	 that	





rather	 than	 simple	 pattern	 recognition	 (Johnsen	 et	 al.,	 2016;	 Melin-Johansson	 et	 al.,	
2017).	Standing	(2008)	states	that	clinical	problem-solving	and	clinical	decision-making	
are	 the	 expressions	 that	 encompass	 all	 aspects	 of	 the	 process	 of	 nursing	 which	 is	
fundamental	to	healthcare	practice.		
In	this	study,	CDM	is	defined	as	the	process	of	choosing	alternatives	in	providing	patient	
care,	 which	 may	 involve	 clinical	 reasoning,	 intuitive	 awareness,	 and	 environmental	
factors	that	influence	the	clinical	situation	(Quick,	2016),	and	what	the	RN	assumes	and	
actually	 implements	 (Lentz	 &	 McMillan,	 2010;	 Mitchell,	 2014).	 According	 to	 Stinson	
(2017),	CDM	 involves	 incorporating	 information	 from	various	sources	 to	make	 sound	
decisions	regarding	patient	care	plans.	In	CDM,	the	nurse	is	expected	to	incorporate	the	











CDM	 is	 a	 complex	 activity	 undertaken	 by	 RNs	 when	 they	 make	 clinical	 judgements,	







The	 literature	 reviewed	 has	 highlighted	 that	 the	 process	 used	 by	 RNs	 when	making	
clinical	 decisions	 or	 judgements	 has	 been	 referred	 to	 by	many	 different	 expressions.	
These	 expressions	 include	 terms	 such	 as	 diagnostic	 reasoning	 or	 judgement,	 clinical	
reasoning,	 therapeutic	 or	 clinical	 judgement,	 clinical	 problem-solving,	 and	 clinical	
decision-making.	These	 terms	are	usually	used	 interchangeably	when	 referring	 to	 the	
different	features	of	decision-making	that	occur	within	the	context	of	nursing	practice.	




The	 Nurses	 and	 Midwifery	 Board	 of	 Australia	 NMBA	 (2016),	 provides	 the	 standard	
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statements	relating	to	 the	scope	of	nursing	practice,	which	ensures	the	quality	of	care	
given	 to	 patients.	 According	 to	 these	 standards,	 all	 RNs	 are	 expected	 to	 assess,	 plan,	
implement,	 and	 evaluate	 the	 patients’	 needs	within	 their	 care.	 Consequently,	 RNs	 are	
expected	to	take	critical	steps	relevant	for	making	clinical	decisions	in	their	practice	to	
achieve	 effective	 patient-centred	 care.	 Therefore,	 CDM	 becomes	 the	 most	 essential	




The	 literature	 reviewed	 revealed	 several	 theoretical	 frameworks	 that	 offer	 an	
understanding	of	CDM	in	nursing	practice,	with	most	of	the	studies	adopting	either	an	
analytical	or	intuitive	approach.	Four	theoretical	frameworks	were	identified	as	possibly	
suitable	 to	 guide	 this	 study:	 Cognitive	 Continuum	 Theory,	 Hypothetico-Deductive	
Reasoning,	the	Situated	Clinical	Decision-Making	Framework,	the	Nursing	Process	model	







can	 contribute	 towards	 understanding	 the	 CDM	 processes	 of	 nurses	 and	 their	
implementation	 of	 evidence-based	 practice	 in	 clinical	 practice.	 The	 theory	 has	 been	
applied	 to	 nurses’	 decision-making	 processes	 and	 is	 a	 useful	 mechanism	 for	
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understanding	how	nurses	make	their	clinical	decisions	(Melin-Johansson	et	al.,	2017;	
Standing,	 2008).	 Cader	 et	 al.,	 (2005)	 and	 Parker-Tomlin,	 Boschen,	 Morrissey,	 and	










be	 applied	 to	 several	 different	 tasks	 that	 nurses	 may	 encounter.	 Thus,	 the	 theory	 is	
complex.	It	may	not	be	useful	for	teaching	nurses	how	to	make	clinical	decisions	because,	
if	 the	theory	 is	not	applied	properly,	 inaccurate	clinical	decisions	might	result	(Tiffen,	











usually	 provide	 a	 systematic	 approach	 to	 making	 decisions,	 regarding	 diagnosis	 and	
treatment	choices.	Cue	recognition	or	cue	acquisition	occurs	during	the	initial	encounter,	
when	 the	 nurse	 is	 collecting	 clinical	 information	 and	 is	 considering	 the	 hypothesis.	
Shortly	after	the	initial	encounter,	the	nurse	develops	a	hypothesis	from	the	generated	
information,	using	their	knowledge	to	understand	the	meaning	of	the	cue	clusters	(Jefford	
et	 al.,	 2011).	 The	 hypothesis	 generation	 and	 cue	 interpretation	 steps	 of	 hypothetico-
deductive	 reasoning	 are	 crucial	 when	 dealing	 with	 complex	 situations	 (Jefford	 et	 al.,	
2011),	such	as	a	cluster	of	constipation	symptoms	encountered	by	cancer	patients.		
Although	 the	 hypothetico-deductive	 reasoning	 model	 is	 employed	 widely	 in	 clinical	
decision-making	 within	 nursing	 clinical	 practice	 (Jefford	 et	 al.,	 2011),	 it	 has	 its	 own	
drawbacks;	according	to	Gladstone	(2012),	only	experienced	nurses	can	use	it	effectively.	
Jefford	et	al.,	(2011)	suggests	that	novice	nurses,	with	little	or	no	practical	experience	to	




and	experience	 attained,	 the	more	 complex	 the	hypotheses	are	 likely	 to	be	 (Standing,	
2008).	If	hypothesis	generation	is	compromised	in	any	way	an	inaccurate	conclusion	may	
be	 reached.	 Importantly,	 the	 hypothetico-deductive	 reasoning	 model	 depends	 on	 the	
accuracy	 of	 the	 hypothesis	 generated;	 if	 its	 application	 is	 inaccurate,	 it	 can	 lead	 to	 a	






Although	 the	hypothetico-deductive	 reasoning	model	has	been	widely	used	 in	 clinical	
practice,	it	is	not	applicable	to	this	current	study	since	it	is	only	effective	when	used	by	










to	 help	 novice	 nurses	 to	 develop	 clinical	 decision-making	 skills	 (Gillespie	&	 Peterson,	
2009;	Gillespie,	2010).	This	framework	is	designed	for	nurses	with	limited	professional	
knowledge	and	experience,	and	it	frequently	focuses	on	single	tasks	or	problems.	Novice	
nurses	gain	experience	 in	 the	clinical	setting	as	 they	move	from	relying	on	theoretical	
principles	to	applying	their	experience	and	viewing	clinical	situations	as	a	whole	(Benner,	
1984;	Gillespie	&	Peterson,	2009;	Stinson,	2017).		
The	 Situated	 Clinical	 Decision-Making	 Framework	 aims	 to	 help	 novice	 nurses	 make	
effective	clinical	decisions	during	clinical	practice	(Gillespie,	2010).	Novice	nurses’	CDM	










rely	 excessively	 on	 the	 advice	 of	more	 experienced	 nurses,	 and	 avoid	 situations	 that	
require	them	to	make	decisions,	because	they	lack	clinical	experience	(Benner,	1984).		
The	Situated	Clinical	Decision-Making	Framework	may	help	novice	nurses	reflect	on	their	
clinical	 decisions	 made	 in	 clinical	 practice	 and	 help	 develop	 expert	 nurses’	 skills.	
Predominantly,	 the	 framework	 fosters	 the	 development	 of	 novice	 nurses’	 knowledge,	
skills,	and	confidence,	and	can	be	used	to	guide	CDM	processes	and	outcomes	influenced	




in	 various	 contexts	 of	 their	 practice	 and	 by	 offering	 CDM	 directions.	 However,	 even	
though	the	framework	seems	useful,	there	is	a	need	to	empirically	test	and	explore	its	




Most	of	 the	CDM	theories	 identified	were	not	applicable	 to	 this	study	because	of	 their	
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attributes	 and	 uses	 in	 different	 CDM	 approaches.	 However,	 Benner’s	 theoretical	
framework,	From	Novice	to	Expert	(1984),	which	is	detailed	in	the	Methodology	chapter,	
was	the	most	fitting	to	inform	this	exploratory	qualitative	study.	Benner’s	theory	is	one	
of	 the	most	 recognised	 frameworks	within	 nursing	 practice	 (Davis	 &	Maisano,	 2016;	
Payne,	2015;	Quick,	2016;	Smith,	2016).	Benner	(1984)	postulated	that	the	time	it	takes	
for	 an	 individual	 to	 gain	 nursing	 skills	 typically	 proceeds	 through	 five	 stages	 of	
proficiency,	based	on	the	ability	to	assess	patients’	needs	and	to	critically	think	in	clinical	
situations.		
	A	 qualitative	 study	 conducted	 by	 Sarsfield	 (2014)	 on	 the	 different	 problem	 solving	
approaches	 of	 novices	 and	 experts	 using	Benner’s	 theory	 (1984)	 showed	 that	 expert	
nurses	 solved	problems	by	 incorporating	 their	 experience	of	 similar	 situations.	 In	 the	
same	study,	with	a	sample	that	consisted	of	six	RN	novices	and	six	RN	experts,	the	novice	
nurses	reflected	linear	thinking	by	addressing	issues	at	a	superficial	level	compared	to	








understanding,	 and	no	 longer	 relies	on	 rules	or	guidelines	 (Benner,	 1984;	Gillespie	&	
Peterson,	2009).	
In	 this	 study,	 Benner’s	 theory	 offers	 a	 framework	 that	 focuses	 on	 understanding	 the	
	 32	
phases	in	a	nurse’s	development	of	CDM	and	how	different	levels	of	experience	influence	
clinical	 practice.	 The	 levels	 of	 novice,	 advanced	 beginner,	 competent,	 proficient,	 and	








more	 experienced	 the	 nurse,	 the	 greater	 their	 understanding	 of	 the	 nursing	 process.	
Consequently,	 the	 amount	 of	 experience	 an	 individual	 nurse	 has	 will	 influence	 their	
clinical	 decision-making,	which	 is	 likely	 to	 affect	 the	 quality	 of	 care	 given	 to	 patients	
(Melin-Johansson	et	al.,	2017).	The	nursing	process,	based	on	a	theory	developed	in	the	
1950s,	 has	 five	 critical	 phases	 that	 RNs	 incorporate	 into	 their	 clinical	 practice	 when	







nursing	 process	 that	 influences	 clinical	 decision-making	 in	 nursing	 practice	 (Chabeli,	






The	 nursing	 assessment	 leads	 to	 a	 nursing	 diagnosis	 phase,	 where	 the	 RN	makes	 an	
educated	decision	about	a	patient’s	potential	or	actual	problem	(Melin-Johansson	et	al.,	
2017).	 For	 example,	 the	 RN	 formulates	 a	 nursing	 diagnosis	 based	 on	 the	 patient’s	
constipation	symptoms.	The	RN	then	draws	conclusions,	regarding	the	patient’s	health	
and	related	circumstances,	 to	 formulate	appropriate	nursing	 interventions	to	alleviate	




the	RN	 is	 required	 to	 be	 able	 to	use	 CDM	 skills	when	 assessing	 the	 effectiveness	 and	
appropriateness	of	the	planned	interventions	(Gbobbo,	2008).	The	care	plan	should	have	









(Gbobbo,	 2008).	 The	 interventions	 that	 were	 implemented	 are	 evaluated	 for	 their	





The	 utilisation	 of	 the	 nursing	 process	 and	 availability	 of	 clear	 guidelines	 in	 clinical	
practice	can	improve	the	quality	of	nursing	care	and	promote	better	patient	outcomes	
(Johny	et	al.,	2017).	However,	even	though	the	nursing	process	 is	a	crucial	 factor	 that	
influences	CDM,	it	does	not	elaborate	on	how	clinical	decisions	are	made.	In	agreement,	
Gillespie	and	Peterson	(2009)	and	Ellis	(2017)	highlight	that	the	ability	to	make	sound	




expert,	 which	 are	 characterised	 by	 increasing	 degrees	 of	 autonomy	 in	 CDM	 and	
intervention	(Benner,	1984).	RNs	frequently	encounter	patients	affected	with	cancer	and	
there	 is	 an	expectation	 that	 they	make	 informed	clinical	decisions	 to	optimise	patient	
outcomes	(Wu,	2016).	It	is	apparent	that	clinical	experience	is	crucial	for	CDM	and	the	
nature	 of	 experience	 shapes	 how	 CDM	 skills	 are	 developed.	 Understanding	 the	what	
influences	RNs’	clinical	decision-making	may	increase	the	quality	of	care	given	to	cancer	








causes	 of	 constipation	 are	 often	 misunderstood.	 Constipation	 can	 be	 influenced	 by	
multiple	 factors	 such	 as	 physical,	 psychological,	 emotional,	 and	 environmental	 causes	
(Mitchell,	2014;	Nancekivell-Smith,	2010;	Kyle,	2011).	In	a	cancer	patient,	constipation	
may	be	a	complication	of	systemic	disease,	a	symptom	of	an	organic	condition,	or	adverse	
effects	 from	 cancer	 treatment	 (LoCasale,	 2015).	 For	 example,	 cancer	 patients	 may	
develop	 constipation	 following	 changes	 in	 their	 metabolic	 state	 due	 to	 electrolyte	
abnormalities	 caused	 by	 vomiting	 or	 poor	 oral	 intake,	 leading	 to	 dehydration.	
Constipation	is	characterised	by	irregular	bowel	habits.	It	is	a	distressing	symptom	and,	
to	 some	 extent,	 subjectively	 defined	 by	 the	 person	 (Wickham,	 2016;	 LoCasale,	 2015).	
Patients	and	health	professionals	seem	to	differ	when	defining	constipation,	and	this	is	
recognised	 as	 one	 of	 the	 challenges	 impacting	 on	 achieving	 effective	 constipation	
treatment	plans	in	cancer	patients	(Kyle,	2011;	Lentz	&	McMillan,	2010;	Dal	Molin,	2012).	
Patients	 associate	 constipation	 with	 a	 change	 in	 bowel	 habits,	 whereas	 health	
professionals	tend	to	focus	on	the	stool	frequency	and	appearance	(Brown,	Henderson,	&	








disease	 progression,	 side	 effects	 of	 treatment,	 or	 pre-existing	 conditions	 (Gardiner	 &	
Hilton,	2014;	Stevens	et	al,	2008;	(McMillan,	Tofthagen,	Small,	Karver,	&	Craig,	2013).	All	
of	these	influencing	factors	are	common	in	cancer	patients.	
Traditionally,	 the	 symptoms	 of	 constipation	 include	 excessive	 straining,	 a	 feeling	 of	
incomplete	evacuation,	gas	distension,	failed	or	prolonged	attempts	to	defecate,	straining,	
hard	stools,	stool	inconsistency,	and	the	number	of	stools	passed	per	week	(Gardiner	&	
Hilton,	 2014;	 Goodman,	 Low,	 &	 Wilkinson,	 2005;	 Stevens,	 Droney,	 &	 Riley,	 2008).	
Consequently,	the	prevention	and	management	of	constipation	should	be	tailored	to	the	





clusters”	 that	 include	 constipation	 (Huang,	 2016;	Woolery,	 2008).	 Some	 other	 factors	
contributing	 to	 constipation	 in	 cancer	 patients	 include	 anti-emetics,	 chemotherapy	
agents,	surgery,	radiotherapy,	hypercalcaemia,	anti-depressants,	diuretics,	dehydration,	
nutritional	 deficits,	 spinal	 cord	 compression,	 concurrent	 disease,	 immobility,	 and	 low	
oral	 intake	 (Huang,	 2016;	 Nancekivell-Smith,	 2010).	 The	 disruption	 of	 the	 normal	
peristalsis	leads	to	delayed	or	incomplete	evacuation,	abdominal	distension,	and	bloating	
(Stevens	et	al.,	2008).	Most	patients	with	cancer	experience	acute-to-chronic	pain	as	the	













obstruction,	bowel	perforation,	 faecal	 incontinence,	 and	anal	pruritus	 from	prolonged	




bowel	 perforation,	 and	 acute	 spinal	 cord	 compression	may	 warrant	 urgent	 attention	
(Huang,	2016).	Bowel	obstruction	usually	involves	the	small	or	large	intestines,	with	the	
patient	becoming	acutely	sick	with	symptoms	such	as	nausea,	vomiting,	abdominal	pain	
and	cramping,	abdominal	distention,	bloating,	and	 inability	 to	pass	 flatus.	 If	 the	bowel	
obstruction	remains	untreated,	it	can	cause	tissue	death	and	peritonitis	(Othman	Younes	
&	 Tawalbeh,	 2017).	 Consequently,	 in	 a	 patient	 with	 bowel	 obstruction,	 aggressive	
treatment	is	crucial	and	may	include	hydration,	nasogastric	tube	placement,	suctioning,	






2016).	 Patients	 with	 bowel	 perforation	 experience	 severe	 abdominal	 pain	 and	 the	
condition	 usually	 deteriorates	 rapidly	 with	 signs	 of	 septic	 shock	 (Huang,	 2016).	
Consequently,	 a	 patient	 with	 bowel	 perforation	 needs	 emergency	 surgery,	 usually	
followed	by	fluid	resuscitation,	long-term	antibiotics,	and	prolonged	hospital	stay	(Day,	










present	 with	 an	 absence	 of	 bowel	 movement	 and	 diarrhoea	 resulting	 from	 overflow	
incontinence.		
If	 inappropriately	 addressed,	 constipation	 complications	may	 impact	 cancer	 patients’	
quality	 of	 life.	 These	 complications	 may	 lead	 to	 embarrassment,	 increase	 cost	 to	 the	
patient	and	the	health	care	system	due	to	 invasive	procedures	or	hospitalisation.	 It	 is,	



















and	 holistic	 assessment	 that	 is	 relevant	 to	 cancer	 nursing	 practice.	 It	 is,	 therefore,	
essential	 for	RNs	 to	understand	 the	 impact	 of	 cancer	 and	 its	 treatment	when	making	
clinical	 decisions	 to	 implement	 evidence-based	 supportive	 care	 to	 achieve	 optimal	
patient	outcomes.		
2.4.3	Constipation	burden	on	a	patient’s	quality	of	life		
The	 negative	 impact	 of	 constipation	 in	 cancer	 patients	 should	 not	 be	 underestimated	
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(Prichard	et	al.,	2016;	Wickham,	2016).	Uncontrolled	constipation	symptoms	in	cancer	
patients	 affect	 their	 quality	 of	 life	 (Dhingra	 et	 al.,	 2013).	 Lentz	 and	McMillan	 (2010)	
identified	that	those	patients	experiencing	constipation	not	only	suffered	physically,	but	
also	 psychologically.	 Patients	 reported	 that	 they	 experienced	 irrational	 thoughts	
(Dhingra	et	al.,	2013)	and	tended	to	lose	meaning	in	life	as	the	constipation	symptoms	
progress	(Friedrichsen	&	Erichsén,	2004).	Irrational	thoughts	included	the	supposition	
that	 constipation	 indicated	 deteriorating	 health,	 belief	 that	 nutrition	 could	 improve	
constipation,	 and	 catastrophic	 beliefs	 (Dhingra	 et	 al.,	 2013).	 Patients	 rate	 the	
psychological	distress	associated	with	constipation	as	being	worse	than	that	associated	
with	pain	 (Nancekivell-Smith,	2010).	According	 to	Kyle	 (2009),	 constipation	 in	 cancer	
patients	 can	 be	 exacerbated	 by	 emotional	 factors	 or	 complications	 from	 underlying	






distension,	nausea	and	vomiting,	 anorexia,	urinary	 retention,	 and	confusion	 related	 to	
constipation	(Camilleri,	2011;	Lentz,	2010;	Wickham,	2016).	Patients	 feel	helpless	and	
frustrated	while	dealing	with	this	symptom,	and	often	experience	negative	attitudes	from	
healthcare	providers	 (Dhingra	et	 al.,	 2013;	Friedrichsen	&	Erichsen,	2004).	A	 third	of	
patients	taking	medications	for	cancer-related	treatments,	such	as	opioids	for	pain,	miss	










associated	 healthcare	 costs.	 Significantly,	 constipation	 intensity	 and	 its	 associated	








(Bardsley,	 2017;	 Lentz,	 2010).	 The	 initial	 and	most	 important	 evaluation	 of	 a	 cancer	
patient	with	 constipation	should	 involve	a	 thorough	history	and	physical	 examination	
(Gonzalez	&	Halm,	2016;	Huang,	2016).	The	history	should	focus	on	defining	the	nature	
and	duration	of	the	constipation,	identifying	the	causes	of	constipation,	determining	the	
































assessing	 constipation	 in	 cancer	 patients	 can	 be	 misleading	 and	 inadequate	 (Cheng,	
Kwok,	 Bian,	 &	 Tse,	 2013;	Woodward,	 2012).	 In	 support,	 Bardsley	 (2017)	 states	 that	
diagnosing	 constipation	 using	 bowel	movements	 per	 day	 can	 be	misleading,	 as	many	
people	 have	 fewer	 or	 more	 movements	 without	 having	 symptoms	 such	 as	 straining,	
bloating,	pain,	or	discomfort.	However,	further	assessment	is	needed	if	a	patient	has	not	
opened	 bowels	 for	 three	 days	 and	 has	 pain,	 hard	 stools,	 or	 difficulty	 on	 defaecation	
(Bardsley,	2017;	Wickham,	2016).	Importantly,	consideration	should	be	given	in	clinical	
assessment	 to	 including	 descriptions	 of	 constipation,	 such	 as	 incomplete	 emptying,	





used	 in	 clinical	 practice	 because	 not	 all	 patients	 who	 need	 treatment	 fit	 the	 criteria	
(Andrews	 &	 Morgan	 2013).	 The	 Rome	 IV	 criteria	 is	 more	 comprehensive	 than	 the	
previous	Rome	III	criteria,	which	was	only	used	to	diagnose	functional	bowel	disorders	
(FBDs)	 (Emly	&	Marriott,	2017;	Mearin	 et	 al.,	 2016).	 The	Rome	 III	 criteria	was	more	
relevant	 in	 diagnosing	 functional	 constipation,	 irritable	 bowel	 syndrome,	 functional	
abdominal	bloating	or	distention,	functional	diarrhoea,	and	unspecified	bowel	disorders.	
The	Rome	IV	criteria	now	has	included	opioid-induced	constipation	as	the	sixth	category,	





Studies	 highlight	 that,	 regardless	 of	 constipation	 prevalence	 in	 cancer	 patients,	 there	




other	 symptoms	 encountered	 by	 cancer	 patients	 (Stevens,	 2008;	 Dal	 Molin,	 2012).	
Consequently,	 the	 failure	 of	 properly	 assessing	 or	 recognising	 constipation	 as	 a	
significant	and	distressing	symptom	experienced	by	cancer	patients	may	lead	to	its	poor	
management,	 hence	 negatively	 affecting	 a	 patient’s	 quality	 of	 life	 (Mitchell,	 2014;	
Richmond	&	Wright,	2005).		
Therefore,	for	the	effective	management	of	constipation	and	the	avoidance	of	unwanted	






The	 role	 of	 RNs	 in	 the	 assessment,	 prevention,	 and	 management	 of	 constipation	 is	
determined	by	their	proximity	to	and	interaction	with	patients,	families,	and	colleagues	
(Lentz	 &	 McMillan,	 2010;	 McMillan	 et	 al.,	 2013;	 Mitchell,	 2014).	 As	 such,	 RNs	 are	
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professionally	 accountable	 for	 comprehensive	 assessments,	 developing	 patient	 care	
plans,	implementing	care	plans,	and	evaluating	patient	outcomes	(NMBA,	2016).	The	RNs’	
role	 is	 to	 incorporate	 evidence-based	 interventions	 (NMBA,	 2016)	 in	 managing	
constipation	 or	minimising	 the	 chance	 of	 it	 becoming	 a	medical	 problem	 for	 patients	
diagnosed	with	cancer	(McMillan	et	al.,	2013).		
RNs	are	required	to	support	patients’	health	and	wellbeing	and	make	informed	decisions	
for	 patients	 requiring	 health	 care	 (NMBA	 2016).	 As	 such,	 NMBA	 (2016),	 outlines	 the	
requirements	 for	 RNs	 to	 improve	 their	 nursing	 skills,	 knowledge,	 judgements,	 and	
competency	 to	 promote	 and	 achieve	 safe	 nursing	 practice.	 Furthermore,	maintaining	
knowledge	and	skills	 (NMBA,	2016)	enables	 the	RNs	 to	understand	how	constipation	
affects	 the	 quality	 of	 life	 of	 patients	 and	 to	 make	 effective	 evidence-based	 clinical	
decisions	regarding	their	care.	
The	clinical	decision-making	of	RNs	is	an	essential	component	of	alleviating	distressing	
symptoms,	 such	 as	 constipation,	 experienced	 by	 cancer	 patients	 (Dal	 Molin,	 2012;	
Andrews,	 2012).	 It	 is	 evident	 that	 constipation	 remains	 inadequately	 assessed	 and	
ineffectively	 managed,	 despite	 it	 being	 observed	 as	 a	 major	 source	 of	 distress	 that	
impacts	on	cancer	patients’	quality	of	life	(Holroyd,	2015;	Woolery,	2008;	Kyle;	2011).	
RNs	 are	 in	 an	 ideal	 position	 to	 address	 this	 distressing	 symptom,	 by	 initiating	 an	
assessment	of	bowel	habits	when	they	meet	patients	in	all	clinical	settings,	both	acute	
and	 community	 (Holroyd,	 2015;	 Wickham,	 2016).	 Therefore,	 RNs’	 CDM	 becomes	 of	
paramount	importance	to	promote	better	patient	outcomes.	RNs	need	awareness	of	the	
importance	of	 addressing	 constipation	 in	 cancer	patients.	Consequently,	 the	 failure	of	
nurses	 to	 address	 constipation	 in	 cancer	 patients	 significantly	 affects	 an	 individual’s	
quality	of	life	(Woolery	et	al.,	2008;	Wickham,	2016).	
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CDM,	 in	 the	 context	 of	 constipation	 in	 cancer	 patients,	 is	 typically	 complex	 as	 the	
condition	has	more	than	one	aetiology	(McMillan	et	al.,	2013).	Consequently,	caring	for	
this	group	of	patients	requires	RNs	to	have	a	high	level	of	knowledge	and	skill	related	to	
patient	 care	 (Candrilli,	 Davis,	 &	 Iyer;	 2010).	 Poor	 communication	 skills	 and	 a	 lack	 of	
knowledge	among	healthcare	professionals	may	contribute	to	poor	symptom	control	in	
cancer	 patients	 (Mitchell,	 2014;	Nancekivell-Smith,	 2010).	 For	 example,	 patients	with	
constipation	 may	 have	 some	 difficulty	 in	 expressing	 their	 symptoms	 and	 may	 not	






nurses’	 lack	of	expertise	 in	understanding	the	causes	of	constipation	 leads	to	patients	
receiving	more	than	one	 form	of	laxative,	often	belonging	to	the	same	drug	group	and	
action.	 Zanik	 and	 Gray	 (2015)	 lack	 of	 knowledge	 by	 nurse	 in	 regarding	 constipation	









Historically,	 management,	 recognition	 and	 prevention	 of	 constipation	 considered	 a	
nursing	duty	(Zanik	&	Gray,	2015).		As	noted	earlier,	in	cancer	patients,	constipation	is	
not	uniformly	defined,	assessed,	or	recognised,	and	is	inappropriately	managed	in	most	
instances	 (Wickham,	 2017).	 These	 deficits	 are	 more	 evident	 in	 studies	 showing	 that	
current	 management	 of	 constipation	 in	 cancer	 patients	 varies	 widely,	 due	 to	 its	






the	 care	 (Kyle,	 2011).	 Although	 constipation	 is	 a	 symptom	 associated	with	 either	 the	
treatment	 of	 or	 cancer	 itself,	 addressing	 the	 underlying	 cause	 can	 improve	 patient	
outcomes	 (Andrews	 &	 Morgan,	 2012;	 Gardiner	 &	 Hilton,	 2014).	 However,	 successful	
constipation	management	may	 be	 influenced	 by	 the	 availability	 of	 treatment	 options	
(Huang,	 2016;	 Gardiner	 &	 Hilton,	 2014).	 Consequently,	 understanding	 the	 treatment	
options	for	constipation	is	an	essential	component	of	RNs’	nursing	practice;	they	require	
knowledge	of	current	evidence-based	interventions	to	make	sound	clinical	decisions.	
Cancer	 patients	 tend	 to	 remain	 constipated	 despite	 taking	 prophylactic	 laxatives,	
commenced	 routinely	 with	 treatment-related	 therapies	 known	 to	 cause	 constipation	
(Diego	 et	 al.,	 2011;	 Stevens	 et	 al.,	 2008).	 Variation	 in	 the	 choices	 of	 constipation	
treatments	may	cause	RNs	to	adhere	to	interventions	such	as	increasing	fluid	and	fibre	




Non-pharmacological	 interventions	 for	 constipation	 aim	 to	 achieve	 bowel	 motions	
without	causing	damage	to	the	smooth	muscles	of	the	intestines	(McMillan,	et	al.,	2013).	
First-line	 interventions	 in	 nursing	 practice	 include	 increasing	 fibre	 and	 fluid	 intake,	










the	 study,	 needles	were	 inserted	 in	 selected	 points	 and	 the	 treatment	 session	 began,	
leaving	needles	in	for	10	to	15	minutes	with	the	patient	lying	down.	The	results	provided	
significant	 positive	 results	 in	 treating	 functional	 constipation.	 However,	 regardless	 of	
positive	results	from	the	clinical	trials	by	Lin	et	al.,	(2009),	there	is	not	enough	evidence	
supporting	the	use	of	acupuncture	as	a	therapy	for	constipation	management	in	cancer	
patients.	 Acupuncture	 is	 only	 satisfactory	 in	 short-term	 constipation	 treatment	 and	
nurses	usually	they	do	not	perform	this	procedure	(Marples,	2011).		
Biofeedback	 therapy	 training	 is	 another	 non-pharmacological	 approach,	 aimed	 at	
improving	bowel	function	by	using	a	combination	of	exercise	and	behavioural	techniques	
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(Norton	 et	 al.,	 2017).	 There	 are	 various	 biofeedback	 programs	 designed	 to	 manage	




sustain,	 strengthen,	 or	 eliminate	 a	 body	 action	 (Bannister,	 2009).	 Some	 studies	 have	
shown	 biofeedback	 to	 be	 beneficial	 in	 treating	 constipation	 (Norton	 et	 al.,	 2017);	
however,	 there	 is	 limited	 evidence	 from	 randomised	 controlled	 trials	 and	more	work	
needs	to	be	undertaken	on	this	aspect	of	constipation	management.	Further,	there	is	lack	




Cheng,	 et	 al.,	 (2013)	argue	 that	 the	use	of	non-pharmacological	 interventions	alone	 is	
insufficient	when	managing	constipation	in	cancer	patients.	In	support,	Lämås,	Lindholm,	
Stenlund,	 Engström,	 and	 Jacobsson	 (2009)	 state	 that,	 although	 interventions	 such	 as	




The	 approach	 to	 pharmacological	 treatment	 should	 follow	 modification	 of	 lifestyle	
factors	and	patient	education,	however,	if	this	is	insufficient,	various	pharmacotherapies	
can	 be	 used	 to	 relieve	 constipation	 symptoms	 (Gardiner	 &	 Hilton,	 2014).	 Among	
pharmacological	 interventions,	 there	 are	 different	 modalities	 that	 alleviate	 stressful	
	 50	
constipation	 symptoms	experienced	by	 cancer	patients.	Laxatives	are	 the	mainstay	of	
constipation	treatment	and	are	considered	a	long-term	therapy	option	in	patients	who	
are	non-responsive	to	dietary	or	lifestyle	modification	(Bardsley,	2017;	Emly	&	Marriott,	
2017;	Woodward,	2012).	There	are	 several	 subgroups	of	 laxatives,	 including	osmotic,	





these	 laxatives	are	designed	to	stimulate	peristalsis	and	soften	stools	 to	 facilitate	easy	
defaecation	 (Swegle	&	Logemann,	2006).	However,	 stool	 softeners	are	preferred	over	
bulk	 laxatives	 for	 those	 patients	 complaining	 of	 hard	 stools	 or	 straining	 at	 stool	
(Woodward,	2012;	Kyle,	2011).	
Osmotic	laxatives	are	water-binding	non-absorbable	compounds	that	produce	loose	or	
liquid	 stools	 (Othman	 Younes	 &	 Tawalbeh,	 2017).	 These	 include	 drugs	 such	 as	
magnesium	salts,	lactose,	and	Movichol,	which	work	by	stimulating	the	secretion	of	water	
into	 the	 intestines	 to	 equalise	 osmotic	 pressure	 (Erichsén,	 Milberg,	 Jaarsma,	 &	












vomiting	 (CINV)	 (LoCasale,	 2015;	 Huang,	 2016).	 However,	 bulk-forming	 agents	 have	
been	 identified	 as	 causing	 or	 increasing	 abdominal	 cramping,	 flatulence,	 bloating,	
abdominal	pain,	 and	 impaction	 (Bardsley,	2017;	Lohr,	2008).	The	use	of	bulk-forming	
laxatives	does	not	benefit	cancer	patients	with	constipation,	unless	there	is	a	deficiency	
of	 fibre	 intake	 (Bardsley,	 2017;	 Lohr,	 2008;	 Othman	 Younes	 &	 Tawalbeh,	 2017).	
Furthermore,	bulk-forming	laxatives	take	several	days	to	be	effective,	which	make	them	
unsuitable	for	short-term	use	in	patients	with	existing	impaction,	but	suitable	for	long-
term	 use	 in	 patients	 with	 uncomplicated	 constipation	 (Gardiner	 &	 Hilton,	 2014;	
Nancekivell-Smith,	2010).		
Stimulants	are	laxatives	that	stimulate	peristaltic	action	to	facilitate	the	transition	of	the	
stool	 through	 the	 bowel.	 They	 are	 generally	 used	 with	 a	 combination	 of	 softeners,	
especially	 when	 treating	 opioid-induced	 constipation	 (Wickham,	 2017).	 Examples	 of	
stimulant	laxatives	are	Senna,	senokot,	glycerol	suppositories	and	bisacodyl	(Gardiner	&	
Hilton,	 2014).	 However,	 excessive	 use	 of	 these	 stimulant	 laxatives	 can	 cause	 allergic	
reactions,	abdominal	cramping,	and	electrolyte	imbalances	(Apau,	2010;	Woolery	et	al.,	














believed	 to	 be	 effective	 for	 treating	 opioid-induced	 constipation	 (Diego	 et	 al.,	 2011).	
Methylnaltrexone	is	a	peripheral	opioid	antagonist,	which	is	used	in	patients	with	opioid-
induced	constipation	where	 the	 response	 to	 other	 laxatives	 has	 been	 unsuccessful	
(Nalamachu,	 2015).	 About	 50%	 of	patients	who	 receive	 a	 subcutaneous	 dose	 of	
methylnaltrexone	 experience	 a	 bowel	 movement	 within	 4	hours	 (Nalamachu,	 2015;	
Diego	et	al.,	2011).	However,	randomised	clinical	trials	have	shown	that	adverse	effects	
of	methylnaltrexone	are	abdominal	cramping	and	flatulence;	it	may	also	lead	to	bowel	
perforation	 in	patients	with	 advanced	cancer	and	 opioid	 induced	constipation	
(Nalamachu,	 2015).	 Furthermore,	 reasons	 such	 as	 their	 higher	 cost	 limit	 their	 use	 in	
clinical	practice	(Diego	et	al.,	2011).	
A	cross-sectional	survey	conducted	by	Emmanuel,	Johnson,	McSkimming,	and	Dickerson	










related	treatments	are	not	routinely	 followed	 in	daily	practice.	However,	 there	are	no	
specific	guidelines	 for	nurses	to	help	with	constipation	assessment.	As	a	consequence,	
RNs	face	challenges	in	making	effective	treatment	choices	in	their	CDM,	at	times	leading	
to	 approaches	 based	 on	 previous	 successes	 and	 failures	 in	 the	 clinical	 environment	
(Cheng	et	al.,	2013;	McClurg	&	Lowe-Strong,	2011).		
Brown,	 Henderson	 and	 McDonagh	 (2009)	 indicate	 that	 patients	 do	 not	 follow	 the	
recommended	 guidelines	 for	 taking	 laxatives,	 although	 the	 intervention	 of	 clinicians	
increased	their	compliance.	RNs	educate	and	encourage	patients	to	monitor	their	bowel	
movements	 and	 comply	 with	 treatment.	 Brown	 et	 al.,	 (2009)	 state	 that	 the	 aim	 of	






patients. Managing	 constipation	 in	 cancer	 patients	 is	 complex	 and	 challenging	 due	 to	
there	 being	 more	 than	 one	 aetiology	 (Emly	 &	 Marriott,	 2017).	 Significantly,	 the	
prevention	and	management	of	 constipation	 in	 cancer	patients	 should	be	an	essential	
component	 of	 the	 practice	 role	 of	 RNs	 and	 interventions	 should	 be	 evidence	 based.	
Therefore,	it	is	essential	to	develop	evidence-based	treatment	guidelines,	together	with	
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better	education	 for	RNs	and	patients,	which	may	 likely	shift	 the	current	constipation	
treatments	 to	 new	 and	 better	 options.	 RNs	 play	 an	 important	 part	 in	 assessing	 the	
intensity	 of	constipation	and	 educating	patients	on	 adhering	 to	 treatment	 plans,	 to	







have	 been	 no	 studies	 conducted	 on	 what	 influences	 RNs’	 clinical	 decisions	 when	
managing	this	patient	group.	The	significance	of	this	finding	reinforces	the	importance	of	
undertaking	this	study	since	RNs	play	an	essential	role	in	advocating	for	cancer	patients	
throughout	 their	 cancer	 journey,	 identifying	 symptoms,	 implementing	 care	plans,	 and	
evaluating	treatment.	There	is	a	need	to	identify	more	effective	strategies	for	preventing	
and	treating	constipation	in	this	patient	group.	The	CDM	support	and	guidance	for	RNs	in	
this	 area	 of	 practice	 is	 unavailable,	 leading	 to	 clinical	 decisions	 being	 based	 on	
assumption	and	experience,	rather	than	evidence,	to	inform	practice.		








underlying	 problems	 experienced	 by	 cancer	 patients	 are	 more	 complex	 than	 just	






conducted	 studies,	 which	 investigated	 the	 definition	 of	 constipation,	 incidence	 of	
constipation,	and	constipation	burden	of	cancer	patients.	Studies	discussing	constipation	
assessment	and	management	were	 then	presented.	The	 final	 section	of	 this	 literature	
reviews	highlighted	gaps	in	the	research	on	this	issue,	particularly	the	paucity	of	national	










The	purpose	of	 this	 chapter	 is	 to	describe	 the	descriptive	qualitative	approach	of	 this	
study	and	the	research	methods	applied.	This	chapter	discusses	the	research	question	
and	design,	theoretical	framework,	participant	recruitment	process,	and	data	collection	








2011;	 Schneider,	 Whitehead,	 Lo-Biondo-Wood,	 &	 Haber,	 2013).	 It	 is	 a	 form	 of	 social	
inquiry	 that	 focuses	 on	 the	 experiences	 of	 people	 as	 well	 as	 identifying	 individual	








A	 qualitative,	 descriptive	 research	 design	 was	 chosen	 for	 this	 study,	 which	 aimed	 to	
establish	 insight	 and	 understanding	 of	 how	 RNs	make	 CDs.	 This	 design	was	 deemed	
appropriate	for	this	study,	with	its	aim	of	describing	the	phenomenon	of	interest	about	
which	 minimal	 research	 has	 been	 conducted	 (Houser,	 2012;	 McCusker	 &	 Gunaydin,	
2015).	 Importantly,	 in	 descriptive	 research,	 everything	 about	 the	 phenomenon	 being	






and	 many	 share	 the	 same	 aim	 of	 trying	 to	 understand,	 describe,	 or	 interpret	 social	
phenomena	as	perceived	by	individuals	(Boswell	&	Cannon,	2014;	Schneider	et	al.,	2013).	







Cannon,	 2014:	 Polit	 &	 Beck,	 2014.	 Descriptive	 qualitative	 research	 is	 typically	 more	
flexible,	as	it	allows	greater	interaction	between	the	researcher	and	the	study	participant	
(McCusker	 &	 Gunaydin,	 2015).	 	 This	 qualitative	 descriptive	 study	 provided	 the	
researcher	with	opportunities	to	reveal	meanings	and	describes	the	RNs’	experiences	of	
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CDM	 is	 a	 complex	 activity	 undertaken	 by	 RNs	when	making	 clinical	 judgements,	 and	
planning	and	delivering	care.	It	requires	knowledge	and	skills,	which	are	gained	through	
education	 and	 experience	 (Coffi,	 2011;	 Payne,	 2015;	Davis	&	Maisano,	 2016).	 Benner	










skills	 and	 develop	 the	 ability	 to	 assess	 patients’	 needs.	 Benner’s	 (1984)	
phenomenological	study	involved	interviewing	and	observing	nurses	of	varying	years	of	
experience	 to	 identify,	 define	 and	 describe	 CDM	behaviour	 development	 through	 five	
stages:	novice,	advanced	beginner,	competent,	proficient	and	expert.	Benner’s	study	was	
important	in	understanding	how	levels	of	experience	influence	clinical	practice.	Benner	
applied	 this	 theory	 to	 nursing	 using	 the	 interviews	 and	 participant	 observations	 and	
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arrived	 at	 a	 description	 of	 the	 development	 of	 the	 nurses	 from	novice	 to	 expert.	 For	
example,	the	expertise	judgment	is	derived	from	an	understanding	of	the	whole	situation	
(Benner,	1984).	Furthermore,	Benner	revealed	that	the	expert	nurse	developed	the	skills	














beginner	 RN	 copes	 with	 some	 clinical	 situations,	 they	 still	 require	 mentoring	 in	 the	
clinical	 setting	 (Payne,	 2015;	 Standing,	 2008).	 They	 began	 to	 base	 their	 CDM	 on	
experience.	Walton	(2016)	identifies	that,	in	some	clinical	situations,	it	is	important	for	
advanced	 beginners	 to	 recognise	 when	 to	 seek	 the	 advice	 of	 experts	 to	 improve	 the	
outcomes	of	clinical	decisions.		
3.4.4	Stage	3:	Competent	(1–3	years’	CPE)	




2009).	At	 this	 stage,	 through	experience	 the	RN	develops	 competence	 in	dealing	with	
familiar	situations	and	can	anticipate	certain	progressions	in	the	patient’s	illness	(Benner	
et	al.,	2009).	Although	a	competent	RN	still	relies	on	conscious	and	deliberate	planning,	




At	 this	 stage	 of	 proficiency,	 the	RN	has	much	more	 clinical	 experience	 and	 perceives	
situations	 as	 ‘wholes’	 rather	 than	 a	 list	 of	 tasks	 to	 be	 performed	 (Payne,	 2015).	 The	
proficient	RN	uses	principles	 to	guide	practice	and	can	promptly	and	accurately	make	
decisions,	owing	to	a	holistic	understanding	of	various	clinical	situations	(Smith,	2016;	
Walton,	2016).	The	proficient	RN	has	 learned	 from	experience	what	 to	expect	 in	each	
clinical	situation	as	 it	 arises	and	 implements	plans	 to	meet	a	patient’s	needs	 (Walton,	
2016).	The	proficient	RN	recognises	when	the	expected	picture	does	not	materialise.	The	
underpinning	of	the	holistic	understanding	of	a	clinical	situation	becomes	less	laboured,	















This	 study	 was	 conducted	 in	 accordance	 with	 the	 ethical	 principles	 outlined	 by	 the	
National	Health	and	Medical	Research	Council	(NHMRC,	2007).	In	Australia,	the	National	
Health	 and	Medical	 Research	 Council	 [NHMRC]	 is	 the	 statutory	 body	 responsible	 for	
issuing	guidelines	on	and	advising	 the	 community	on	ethical	 issues	relating	 to	health.	
Ethical	 considerations	 are	 an	 important	 part	 of	 a	 research	 study	 which	 assists	 with	
addressing	 potential	 ethical	 issues	prior	 to	 the	 commencement	 of	 data	 collection	 and	
safeguards	 the	 participants	 (Doody	 &	 Noonan,	 2016;	 Polit	 &	 Beck,	 2014).	 Two	 Local	
Health	District	Human	Research	Ethics	Committees	and	the	Western	Sydney	University	
Human	Ethics	 granted	 approval	 prior	 to	 the	 commencement	 of	 recruitment	 and	 data	
collection	(see	Appendix	1).	Further	discussion	of	ethics	will	be	discussed.	
3.5.1	Informed	consent	
Polit	 and	 Beck	 (2014)	 and	 Doody	 and	 Noonan,	 2016)	 emphasise	 obtaining	 informed	
consent	to	be	an	important	procedure	for	safeguarding	participants	involved	in	a	study.	




Magilvy,	 2011).	 Furthermore,	 Schneider	 et	 al.,	 (2013)	 emphasise	 that	 giving	 clear,	
unambiguous	information	allows	participants	to	make	informed	decisions	regarding	the	
study.	 The	 researcher	 provided	 all	 participants	with	 a	 Participant	 Consent	 Form	 that	
detailed	 assurances	 of	 confidentiality	 and	 anonymity	 explained	 the	 research	 purpose,	

































participants	 incorporated	 into	 the	 study	 findings	 were	 de-identified.	 The	 identifiable	
information	was	coded	and	stored	on	a	separate	password-protected	USB.	Participants	
were	made	aware	 that	dissemination	of	 the	 results	 from	 this	study	would	be	 through	
journal	 publications,	 conference	 presentations,	 and	 a	 thesis.	 In	 accordance	 with	 the	
National	 Statement	 on	 Ethical	 Conduct	 in	 Human	 Research	 (2007),	 all	 confidential	






and	 maximising	 benefits.	 In	 qualitative	 research,	 although	 it	 is	 often	 challenging	 to	
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predict	 the	 balance	 of	 risks	 to	 benefits	 (Brown,	 Henderson,	 &	McDonagh;	 Thomas	 &	










	The	 vulnerability	 of	 the	 participants	 in	 relation	 to	 coercion	 to	 participate	 and	
identification	by	 their	peers	and	nurse	unit	managers	 (NUMs)	 required	consideration	
given	the	specific	clinical	settings	of	study.	Consequently,	in	this	study	beneficence	was	
achieved	 through	 the	 application	 of	 voluntary	 informed	 consent	 and	 confidentiality.	
Subsequently,	 interviews	 were	 carried	 out	 as	 discretely	 as	 possible	 to	 reduce	 the	
possibility	of	others	being	aware	of	who	was	being	interviewed.	Interviews	were	carried	
out	in	a	private	location	chosen	by	the	participant.	Additionally,	pseudonyms	were	also	
used	 on	 all	 data	 recording	 and	 storage	 documents	 to	 maintain	 confidentiality.	 	 All	
participants	were	fully	informed	both	verbally	and	in	writing	that	findings	from	this	study	
will	be	disseminated	in	a	number	of	ways	(see	participant	information	sheet,	Appendix	








The	 researcher	 kept	 the	 study	 information	 sources	 in	 a	 separate	 location	 from	 the	
collected	 audiotapes	 and	 transcription	 to	 prevent	 accidental	 identification.	 All	
computerised	data	generated	was	password	protected,	known	only	 to	 the	 researcher.	
The	removal	of	any	names	and	geographical	locations	prior	to	storage	ensured	the	de-
identification	 of	 all	 study	 data.	 In	 accordance	with	 the	 National	 Statement	 on	 Ethical	
Conduct	in	Human	Research	(2007),	all	paper	documentation	generated	from	the	study	
will	remain	locked	in	a	secure	filing	cabinet	for	five	years	in	the	research	office	where	the	







two	sites	provided	 the	 researcher	with	 the	opportunity	 to	 collect	data	 from	 two	very	
different	clinical	settings,	allowing	the	researcher	the	opportunity	to	explore	the	richness	
of	 the	 data	 across	 two	 clinical	 scenarios	 and	 discover	 if	 there	 were	 similarities	 or	
















staff	 include	 approximately	 30	 full	 time	 employees	 (FTE)	 RNs	 from	 different	 clinical	
backgrounds	 and	 experience	 levels,	 who	 were	 responsible	 for	 providing	 a	 range	 of	
nursing	services	to	people	with	chronic	and	complex	health	conditions,	including	people	
diagnosed	with	 cancer	 or	 having	 treatment	 for	 cancer.	 The	 CHC	 provided	 a	 range	 of	
















(2014)	 agree	 that,	 in	 qualitative	 research,	 researchers	 purposely	 choose	 participants	





Participants	 were	 RNs,	 currently	 working	 in	 an	 acute	 medical	 oncology	 ward	 or	
community	health	setting	in	either	of	the	two	LHDs	in	NSW,	who	were	providing	direct	
care	 to	 patients	 with	 cancer	 and	 were	 willing	 to	 participate	 in	 a	 semi-structured	
interview.	 All	 RNs	 were	 able	 to	 speak	 English.	 The	 Nursing	 and	 Midwifery	 English	
language	skills	registration	standard	applies	 to	all	applicants	 for	 initial	registration	as	
RNs	in	Australia	and	applicants	should	meet	the	standard,	regardless	of	their	language	
background.	The	study	participants	were	permanently	employed	in	either	a	full-time	or	
part-time	RN	position.	 For	 the	 study	 purpose,	 the	 participants’	 stages	 of	 professional	









A	 purposive	 sample	 of	 eleven	 participants,	 six	 from	 the	 CHC	 and	 five	 from	 the	 acute	
medical	oncology	ward	agreed	to	participate	in	an	interview.	This	number	of	participants	
was	congruent	with	qualitative	research	principles;	sample	sizes	tend	to	be	small	due	to	
the	quantity	of	data	 that	must	be	analysed	 (Schneider	et	 al.,	 2013;	Martin	&	Fleming,	
2010;	Green	et	al.,	2007).		Additionally,	data	saturation	is	reached	at	times	with	relatively	
small	samples,	depending	on	how	participants	reflect	on	their	experiences	(Polit	&	Beck,	





suggest	 that	 the	quality	of	data	collected	 is	more	valuable	compared	to	the	size	of	 the	
sample,	as	it	involves	the	in-depth	inquiry	of	the	phenomenon	under	study.		
3.7.5	Recruitment	process		





the	 scope	 of	 the	 research	 study.	 Polit	 and	 Beck	 (2014)	 and	 McCusker	 and	 Gunaydin	
(2015)	emphasise	the	importance	of	seeking	the	support	of	gatekeepers,	who	are	people	
able	to	grant	or	withhold	access	to	the	participants.		
The	 NUMs	 agreed	 to	 help	 by	 promoting	 the	 study	 and	 distributing	 the	 participants’	
information	sheets	to	all	potential	participants	who	met	the	inclusion	criteria.	The	NUMs	
also	agreed	to	display	study	recruitment	posters	(see	Appendix	6)	to	advertise	the	study	
in	 the	 staff	 room	 and	 on	 the	 notice	 board	 at	 the	 nurses’	 station	 used	 by	 potential	
participants.	The	researcher	was	aware	that	NUMs	and	Clinical	Nurse	Consultants	(CNCs)	
through	 their	 status	might	 have	 influence	 on	 participants	 to	 take	 part,	 therefore,	 the	
researcher	 ascertained	 that	 participation	 was	 entirely	 voluntary.	 However,	 this	
recruitment	approach	was	unsuccessful	with	participants	only	showing	 interest	 to	 the	
NUMs	but	failing	to	contact	the	researcher.		
The	 researcher	 consulted	 the	 supervisors	 regarding	 the	 recruitment	 difficulties.	 The	
discussion	with	the	supervisors	resulted	in	a	different	recruitment	approach	of	holding	
an	 in-service	and	attending	ward	meetings	at	both	 study	 sites	 to	provide	 information	






















their	 experience.	 Furthermore,	 Schmidt	 and	 Brown	 (2012)	 suggest	 open-ended	







related	 to	 the	 interview	 questions,	 the	 interview	 process,	 the	 researcher’s	 skills	 of	










on	 all	 aspects	 of	 the	 pilot	 study.	 The	 researcher	 discussed	 the	 comments	 regarding	
research	questions	with	the	supervisors	and	this	led	to	refining	the	interview	questions.	
The	 adjustments	 to	 meet	 the	 purpose	 of	 the	 intended	 study	 included:	 changing	 the	
sequence	of	the	questions;	minor	changes	to	the	wording	of	the	interview	questions	and	
deleting	 questions	 that	 were	 too	 complicated	 to	 answer.	 The	 interview	 preparation,	
venue,	 and	 time	 allocated	 for	 each	 pilot	 interview	 was	 applicable	 to	 the	 main	 study	
therefore	no	changes	were	required.	Newell	and	Bernard	(2011)	suggest	a	pilot	study	can	
determine	 if	 there	are	any	 flaws	or	limitations	within	the	study	design	and	allows	the	
researcher	to	make	amendments	prior	to	the	implementation	of	the	study.		
The	 pilot	 interviews	 gave	 the	 researcher	 an	 opportunity	 to	 become	 familiar	with	 the	
process	of	data	collection	intended	for	the	main	study.	The	researcher	reflected	on	the	
recruitment	of	participants,	practised	the	interview	technique	and	became	familiar	with	








Although	qualitative	 research	 is	viewed	as	a	 conversation,	 there	 is	 the	need	 for	 some	
structure,	which	may	be	 in	 the	 form	of	leading	questions	(Polit	&	Beck,	2014;	Yates	&	
Leggett,	 2016).	 In	 qualitative	 research	 questions	 are	 frequently	 in	 an	 interview	 guide	
format	with	a	 focus	on	 the	 research	areas	 to	be	 covered	and	 the	 line	of	 inquiry	 to	be	
followed	(Polit	&	Beck,	2014;	Schneider	et	al.,	2013).	 In	 this	study,	an	 interview	guide	





The	use	of	 the	 Interview	guide	ensured	 the	 researcher	 collected	 similar	data	 from	all	
participants	regardless	of	clinical	settings.	This	allowed	the	researcher	to	utilise	the	time	
for	 each	 interview	 to	 ensure	 similar	 data	 collection.	 During	 the	 semi-structured	
interview,	participants	were	encouraged	to	speak	freely	using	their	own	words,	and	the	
researcher	only	used	techniques	such	as	funnelling,	probing,	or	paraphrasing	to	elicit	in-




the	 question	 by	 some	 participants	 regardless	 of	 their	 clinical	 experience	 or	 area	 of	
practice	was	indicative	of	misunderstanding	and	the	researcher	occasionally	rephrased	








there	 would	 be	 minimal	 disturbances,	 noise	 disruptions	 or	 visual	 distractions	 to	 the	
participants	 during	 the	 interview.	 An	 explanation	 regarding	 the	 study,	 reading	 the	









for	 the	 interview	that	occurred	at	 the	participant’s	residential	address,	 the	participant	
offered	a	quiet	 room	away	 from	other	 family	members	 to	avoid	any	disturbances.	All	





interviews	 commenced	 following	 the	 process	 of	 obtaining	 written	 consent	 and	
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The	 data	 analysis	 commenced	 simultaneously	 with	 data	 collection.	 In	 descriptive	
qualitative	approaches	 it	 is	 recommended	 to	gather	and	analyse	data	 concurrently,	 to	
enhance	the	depth	and	quality	of	the	analysis	(McCusker	&	Gunaydin,	2015;	Vaismoradi	
et	al.,	2013).	Thematic	data	analysis	is	usually	done	in	a	recursive	process	and	is	not	linear	





All	 interviews	 were	 digitally	 audio	 recorded	 and	 transcribed	 verbatim.	 According	 to	
Schneider	et	al.,	(2013),	the	recording	of	data	and	verbatim	transcription	increases	the	
accuracy	 of	 data	 collection.	 Professional	 transcription	 of	 five	 of	 the	 eleven	 recorded	
interviews	occurred	within	48	hours	of	the	interview	being	completed.	The	researcher	
cross-checked	 the	 recordings	and	 the	 transcriptions	 to	ensure	 transcription	accuracy.	
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Although	the	returned	transcriptions	reflected	the	data,	some	adjustment	was	required	
as	 the	 transcriber	 was	 not	 familiar	 with	 medical	 terminology.	 Consequently,	 the	
researcher	 transcribed	 the	 remaining	 six	 interviews	 to	 ensure	 the	 accuracy	 of	
transcription.	 The	 time	 spent	 in	 transcription	was	 useful	 in	 informing	 early	 stages	of	
analysis	 and	 developing	 a	 thorough	 understanding	 of	 the	 data.	 Holloway	 and	 Galvin	
(2016)	suggest	the	researcher	transcribe	their	own	audio	recordings	in	order	to	immerse	
themselves	in	the	data	and	become	aware	of	importance	issues	in	the	data.	All	transcripts	
had	details	of	 time	and	 location,	 and	pseudonyms	and	numbers	 for	participants	were	
used	to	prevent	identification	during	the	process	of	analysis.	
3.9.2	Phase1:	Familiarising	oneself	with	the	data	
The	 process	 of	 data	 transcription	 is	 an	 excellent	 way	 for	 the	 researcher	 to	 start	
familiarising	themselves	with	the	data	(Aveling,	Gillespie,	&	Cornish,	2015;	McCusker	&	















guidelines	 described	 by	 Braun	 and	 Clarke	 (2006).	 The	 researcher	 began	 this	 second	
phase	by	generating	an	initial	list	of	ideas.	This	involved	the	production	of	initial	codes	




of	 the	 data	 that	 might	 be	 relevant	 to	 answering	 the	 research	 question.	 The	 coding	








Phase	 3	 began	 after	 the	 initial	 phase	 2	 when	 all	 data	 was	 coded	 and	 collated.	 The	
researcher	 began	 searching	 for	 themes.	 Searching	 for	 themes	 involved	 examining	 the	
codes	and	collating	data	to	identify	significant	broader	patterns	of	meaning	(Streubert	&	
Carpenter,	2011).	All	data	were	now	initially	coded	and	collated,	and	the	researcher	had	














data	 set.	Reviewing	 themes	 involves	deciding	on	an	 informative	name	 for	each	 theme	
(Streubert	&	Carpenter,	2011).	The	researcher	did	this	phase	in	two	stages.	In	stage	one	
the	researcher	revisited	the	extracted	codes	of	each	theme	checking	whether	these	codes	













when	 the	 researcher	 had	 a	 satisfactory	 thematic	 map.	 At	 this	 point,	 the	 researcher	
defined	and	 further	 refined	 the	 themes,	 and	determined	what	aspect	of	 the	data	each	
theme	 captured.	 The	 researcher	 revisited	 collated	 data	 extracts	 for	 each	 theme	
categorising	them	into	a	coherent	and	internally	consistent	account,	with	accompanying	
narrative.	 Subthemes	 are	 essentially	 themes	 within	 a	 theme,	 giving	 structure	 to	 a	
complex	theme,	and	can	demonstrate	the	hierarchy	of	meaning	within	the	data	(Aveling	






themes.	 The	 task	 of	 undertaking	 thematic	 analysis	 involves	 telling	 the	 complicated	
participants’	 stories	 to	 convince	 the	 reader	 of	 the	 merit	 and	 validity	 of	 the	 analysis	
(Aveling	et	al.,	2015;	Boswell	&	Cannon,	2014;	Streubert	&	Carpenter,	2011).	Aveling	et	
al.,	 (2015)	 emphasise	 the	 importance	 of	 the	 analysis	 to	 provide	 a	 coherent,	 concise,	










this	 method	 and	 generate	 insights	 from	 the	 data.	 The	 data	 were	 transcribed	 with	
appropriate	 detail,	 checking	 transcripts	 against	 audio	 tapes	 for	 accuracy.	 The	 coding	
process	was	thorough,	inclusive	and	comprehensive	and	generated	appropriate	themes.	
Extracts	 for	 all	 themes	 were	 collated.	 Themes	 were	 thoroughly	 checked	 against	 the	





credibility,	 dependability,	 confirmability	 and	 transferability	 as	 recommended	 by	 Polit	
and	Beck	(2014)	and	Yates	and	Leggett	(2016).	The	researcher	needs	to	have	confidence	
















Furthermore,	 to	 achieve	 credibility	 in	 a	 qualitative	 study,	 Polit	 and	 Beck	 (2014)	 and	
Thomas	 and	Magilvy	 (2011)	 suggested	 peer	 debriefing.	 In	 this	 study,	 the	 researcher,	
together	 with	 the	 supervisors,	 reviewed	 the	 transcripts,	 formulated	 meanings,	
subthemes,	and	themes	to	ascertain	if	the	interpretation	process	was	accurate	and	clear,	
















Confirmability	 refers	 to	 freedom	 from	 bias	 and	 to	 the	 way	 in	 which	 the	 data	 were	










establish	 dependability	 and	 confirmability	 of	 the	 study.	 In	 addition,	 the	 researcher	
followed	the	interview	rather	than	leading	it,	only	directed	by	probing	the	participants	





Transferability	 refers	 to	 the	ability	 to	apply	 the	 findings	of	 the	 study	 to	other	 similar	
situations	(Thomas	&	Magilvy,	2011).	Transferability	of	this	study	was	achieved	through	
the	detailed	description	of	the	approaches	taken	to	conduct	this	study.	The	researcher	
provided	a	detailed	 report	describing	 the	 study	 setting,	participants,	 sample	 size,	 and	
data	collection	of	the	study	to	allow	the	reader	to	make	their	own	conclusions	about	the	





an	 understanding	 (Holloway	 &	 Galvin,	 2016).	 This	 understanding	 informs	 the	
applicability	 of	 this	 qualitative	 research	 into	 practice.	 RNs	 might	 then	 use	 the	 same	
approach	 for	 CDM	 to	manage	 their	patient	 group.	 Furthermore,	 transferability	 in	 this	
study	was	enhanced	by	using	purposive	sampling,	by	providing	descriptive	and	robust	
data	with	a	wide	range	of	information	obtained	from	detailed	and	accurate	descriptions	
of	 RNs’	 experiences,	 and	 by	 continuously	 returning	 to	 the	 literature.	 Importantly,	
Holloway	and	Galvin	(2016)	recommended	that	in	order	to	achieve	transferability,	the	
researcher	 must	 provide	 a	 vivid	 description	 of	 the	 context	 in	 which	 the	 study	 was	
conducted		
3.10.4	Dependability	













This	 chapter	 has	 explained	 the	 research	 methodology	 process	 used	 in	 the	 study	 to	
describe	 what	 influences	 the	 clinical	 decision-making	 of	 RNs	 when	 managing	
constipation	in	cancer	patients.	This	chapter	outlined	the	research	design	and	theoretical	
framework	 chosen	 to	 answer	 the	 research	 question	 and	 to	 inform	 this	 study.	 Ethical	
considerations	discussed	include	informed	consent,	confidentiality	and	anonymity,	risk–
benefit	 ratio,	 and	data	 storage.	The	 study	settings,	study	participants	and	recruitment	
process,	 data	 collection,	 data	 management,	 and	 data	 analysis	 process	 are	 clearly	
described.	 Finally,	 to	 ensure	 the	 trustworthiness,	 the	 research	 design	 and	 specific	
methods	 of	 data	 collection	 and	 analysis	 were	 demonstrated	 in	 detail.	 The	 following	
















At	 the	beginning	of	each	 interview,	 the	participant’s	demographic	data	were	collected.	
The	 years	 of	 RNs’	 clinical	 experience,	 age,	 gender,	 and	 education	 were	 reviewed	 to	







































pseudonym	 assigned	 to	 the	 participant,	 the	 area	 of	 practice,	 and	 the	 level	 of	 clinical	
experience.	For	example,	in	text,	(Betty	CO1,)	refers	to	a	participant	from	the	community	
clinical	setting,	and	(Alex,	MON8,)	refers	to	a	competent	participant	from	acute	medical	
oncology	 nursing.	 All	 interviewed	 RNs,	 both	 in	 the	 community	 and	 acute	 medical	






setting	 and	 five	 from	 the	 acute	medical	 oncology	ward.	 All	 participants	were	 female.	
Participants’	ages	ranged	from	25	to	over	50	years	old.	Most	participants	(n=6)	were	over	
50	years	of	age.	The	mean	number	of	years	working	as	an	RN	for	all	participants	was	18.	









































































Yes	 10	 8	 Less	busy	 No	
CO5	Portia	
(Competent)	
























































Theme	 1	was	 Factors	 influencing	 practice	 and	 its	 associated	 subthemes	 were	
Drawing	on	experiences	 and	Lack	of	assessment	 tools.	Theme	2	was	Developing	
partnerships	 and	 subthemes	 were	 conferring	 with	 other	 professionals	 and	
partnerships	 with	 patients	 and	 families.	 Each	 theme	 and	 the	 subthemes	 that	
emerged	 from	 this	 study	 are	 illustrated	 by	 exemplars	 drawn	 from	 the	


















The	 theme	Factors	 influencing	 practice	describes	 several	 dynamics	 that	might	
influence	how	RNs	make	clinical	decisions	when	managing	constipation	in	cancer	
patients.	 Most	 of	 the	 study	 RNs	 described	 that	 their	 ability to	 make	 clinical	
decisions	was	mainly	influenced	by	drawing	on	experiences,	such	as	their	clinical	
and	 personal	 experiences.	 The	 lack	 of	 constipation	 assessment	 tools	 also	
influenced	their	decision	making.	These	clinical	and	personal	experiences	were	





Drawing	 on	 experience	 included	 level	 of	 experience,	 clinical	 experience	 and	
personal	experiences.	In	this	study,	the	level	of	experience	was	described	as	the	
amount	of	time	spent	in	area	of	clinical	practice.	The	experience	gained	during	
this	 period	 allowed	 RNs	 to	 continuously	 expand	 their	 clinical	 decision	 skills	
needed	for	to	providing	quality	of	care	to	cancer	patients	with	constipation.	The	
level	of	 clinical	 experience	plays	an	 important	role	 in	 influencing	RNs’	CDM	 in	








clinical	 experience.	 This	 was	 evident	 when	 these	 RNs	 described	 how	 they	
gradually	 gained	 clinical	 experience,	 as	 they	 stayed	 longer	 in	 their	 area	 of	
practice.	
The	RNs	found	that	as	their	level	of	clinical	experiences	increased,	the	quality	of	
how	 they	make	 clinical	 decisions	 improved.	Most	of	 the	RNs	 from	both	 study	
settings	 acknowledged	 the	 period	 from	being	a	 novice	 to	 becoming	 an	 expert	
nurse	and	how	this	shaped	how	they	make	clinical	decisions.	Working	in	the	same	
speciality	 for	a	 long	time	might	have	helped	those	RNs	to	gain	confidence	and	
experience	 to	 make	 clinical	 decisions	 regarding	 constipation	 treatment.	 The	
impact	of	an	RN’s	level	of	clinical	experience	became	more	evident	when	some	














I	 probably	 know	 more	 now.	 If	 I	 go	 back	 five	 years,	 I	 was	 starting	 out	 in	
community	so,	through	all	my	education	and	in-services	and,	just,	experience,	I	
probably	 I	 know	more.	 I	probably	 do	 things	 a	 little	 bit	 differently,	 I	 suppose.	
(Betty	CO1)	
Mary	 identified	 herself	 as	 an	 expert	 who’s	 CDM	 were	 now	 based	 on	 a	 deep	







We must be up-to-date with research.  We must - we read, we get in-services, so 







Pretty also added: 
I think it just comes with time and keeping abreast of the latest research and stuff 
like that, yeah and things change. Just - and educating yourself too and just try 
seeking out the most updated best practice. (Pretty CO2) 
Furthermore,	the	level	of	clinical	experience	gained	in	an	area	of	practice	together	
with	education	allowed	RNs	to	have	a	holistic	understanding	of	clinical	situations,	
















First	 Years	 are	 not	 real	 confident	 …	 Maybe,	 they	 are	 thinking	 managing	
constipation	is	not	important	to	a	patient.	(Nancy	MON10)	





















first	 12	months	 of	 clinical	 practice	 was	 a	 crucial	 period	 for	 gaining	 clinical	
experience	and	the	skills	needed	for	effective	CDM.	
By	the	time	they’ve	done	their	 twelve	months,	 they’re	quite	skilled	 in	a	 lot	of	
things	…	they’re	mentored	right	through	the	whole	twelve	months	and	they	have	
lots	of	training	as	well.	(Suzie	MNO7)	
















Angie,	 a	 novice	 RN	 from	 the	 community	 clinical	 setting,	 relates	 how	 she	
developed	her	clinical	experience:	
I	 think	 I’ve	 developed	 it	 by	 listening	 to	 what	 others	 must	 say,	 by	 doing	 the	
courses.	 If	I	have	 any	 problems,	 asking	 questions,	 because	 I	 didn’t	 know	
anything	about	bowels	before	I	started	here	(Angie	C06,	novice)	
As	specified	earlier,	clinical	experience	was	considered	to	be	influential	to	CDM	
























It	 was	 evident	 that,	 although	 patients	 presented	 with	 similar	 constipation	
problems,	RNs	understood	 there	are	multiple	causes	of	 constipation	 in	 cancer	
patients.	These	multiple	causes	of	constipation	were	imposing	challenges	on	RNs	
and	 influenced	 their	 CDM.	 Therefore,	 RNs	who	 have	 been	 exposed	 to	 various	































This	 indicates	 that	 clinical	 experience	 and	 education	 gained	 during	 clinical	
practice	 provided	 the	 RN	 with	 an	 opportunity	 to	 understand	 patients’	 needs	
when	making	clinical	decisions	to	manage	cancer	patients	with	constipation.	
Drawing	on	personal	experience	was	another	factor	that	was	believed	by	some	
RNs	 to	be	 influential	on	 their	CDM.	These	personal	 experiences	 included	RNs’	
lived	experiences,	and	exposure	to	friends	or	families	with	similar	problems	to	
the	patients	they	cared	for.	These	experiences	may	have	had	a	resemblance	to	a	
current	 clinical	 situation	 and	 this	 informed	 the	RNs’	 CDM	process.	 Three	RNs	
from	 the	acute	medical	ward	and	one	RN	 from	 the	 community	 clinical	 setting	






















anything,	 she	will	 know	because	 I	had	 Codeine.	 And	 a	 few	 friends	 are	 in	 the	
health	profession.	So,	it	probably	travelled	from	there.	(Alex	MON9)	








Personal	 experience	 may	 increase	 an	 RN’s	 confidence,	 which	 helps	 with	





















Some	 RNs	 thought	 that	 policies	 within	 organisations	 could	 provide	 an	
understanding	 of	 clinical	 settings	 protocols.	 This	 suggests	 that	 appropriate	
organisation	 constipation	 guidelines	 are	 a	 necessity	 and	 may	 assist	 RNs	 in	
making	 clinical	 decisions.	 Some	 RNs	 recounted	 that	 a	 lack	 of	 appropriate	









on	 how	 they	 make	 their	 decisions.	 Consequently,	 the	 clinical	 decisions	 made	
might	not	reflect	the	most	appropriate	approach	to	patient	care,	due	to	a	lack	of	
constipation	assessment	tools.	This	implies	that	guidelines	are	important	to	CDM:	











help	 them	 perform	 assigned	 tasks,	 Pretty	 also	 considered	 an	 assessment	 tool	
important	to	guide	CDM:	
Also,	to	have	a	guide	for	everybody	would	be	useful	…	but	particularly	for	the	
nurses	 that	are	 starting	out,	 that	 really	haven’t	got	 that	knowledge	 to	draw	
from.	(Pretty	CO4)	





Although	 competent	 RNs	 use	 their	 own	 clinical	 experience	 to	 make	 clinical	










Portia	 then	went	on	 to	 say	 that	 she	uses	her	own	experience,	 rather	 than	 the	
assessment	 tool,	 to	make	clinical	decisions.	This	 suggests	 that	RNs	considered	
their	own	experience	to	be	reliable:	



















I have been in palliative care for about ten years probably and we have been using 
the same protocol… this is something we used to use way back when l first.  (Suzie 
MON7) 
Portia from the community clinical setting also said: 
I haven't looked at the clinical evidence, to be honest. I used the tools that I used 
in hospital. (Portia CO5) 
Having	a	valid	constipation	assessment	tool	may	benefit	clinical	decisions	made	
to	 manage	 constipated	 cancer	 patients.	 This	 suggests	 these	 nurses	 may	 have	
























































by	 clinical	 guidelines	and	 they	may	 likely	make	decisions	 independently	using	
their	experience.	
Most	RNs,	both	in	the	community	health	and	acute	medical	oncology	ward	clinical	
settings,	 stated	 that	 a	 comprehensive	 constipation	 assessment	 tool	 was	
important	to	informing	their	CDM.	RNs	pointed	to	a	gap	in	the	health	organisation	
guidelines	and	their	lack	of	availability	of	assessment	tools	in	everyday	clinical	
practice.	Most	of	 their	 clinical	decisions	were	grounded	on	clinical	 experience	













partnership	 with	 patient	 and	 family.	 This	 describes	 the	 role	 of	 developing	
partnerships	with	 other	 professionals,	 patients	 and	 their	 families	 to	 facilitate	




decisions	 to	 manage	 constipation.	 RNs	 seemed	 to	 confer	 with	 other	 health	
professionals	to	seek	approval,	to	minimise	errors	from	risk	taking	and	help	solve	
clinical	problems.	
The	 importance	of	 family	support	was	also	acknowledged	by	most	of	 the	RNs.	





clinical	 decisions;	 however,	 they	 acknowledged	 the	 importance	 of	working	 as	
part	of	a	multidisciplinary	team	(MDT)	and	sought	expert	support	when	faced	




























not	 an	 incontinence	 problem,	 another	 bowel	 problem,	 I’ll	 ring	 the	 CNSs	 and	
CNCs	 and	 get	 their	 advice.	 They’ll	 either	 advise	me	what	 to	 do	 or	 ask	me	 to	
contact	the	doctors.	(Portia	CO5)	






















managing	constipation	 in	cancer	patients.	This	was	evident	 in	 the	narrative	of	
RNs	 with	 more	 years	 of	 experience	 in	 clinical	 practice,	 who	 had	 experience	








quality	 of	 their	 CDM	 to	 optimise	 their	 constipation	 management	 of	 cancer	








































acknowledged	 by	 most	 RNs.	 This	 provides	 an	 understanding	 of	 the	 patient’s	
illness	and	facilitates	better	patient	outcomes.	RNs	partnerships	extended	to	the	
patient’s	family	indicating	their	importance	in	how	they	made	clinical	decisions.	
RNs	 emphasised	 the	 importance	 of	 effective	 communication	 when	 managing	
constipation	 in	 cancer	 patients	 and	 how	 this	 impacts	on	 the	 clinical	decisions	







RNs	 said	 that	 discussing	 constipation	 with	 some	 cancer	 patients,	 who	 are	
embarrassed	by	the	subject	matter,	is	a	barrier	to	effective	CDM:	
Most	people	don’t	want	to	talk	about	their	bowels	(Angie	CO6)	
I think it's probably a gender thing and a generational thing that you keep things 
to yourself.  He's a private person and talking about personal toilet habits. I think 
he finds it a bit embarrassing. (Susan CO3) 























Some	 RNs	 understood	 the	 nature	 of	 discussing	 constipation	 and	 how	 this	
influenced	the	clinical	decisions	they	made.	These	RNs	found	that	patients	were	
often	 embarrassed	 and	 reticent	 to	 discuss	 their	 bowel	 habits.	 Good	
communication	skills	were	needed	to	get	accurate	information	from	patients.	RNs	














open	 effective	 communication	 channels,	which	may	 be	 important	 to	 CDM	and	
constipation	treatment	outcomes:	
So,	you	let	them	know,	“It’s	okay	to	be	embarrassed,	that’s	fine.	But	if	it	helps,	I	




If	 I’ve	 got	 a	 difficult	 patient	 saying	 they	 are	 not	 having	 treatment,	 there	 is	
nothing	you	can	do.	Everyone	has	got	a	choice.	We	try	to	bring	them	around.	
(Christine	MON11)	









I	 think	that	 the	hospital	staff	are	probably	 run	off	 their	 feet	also,	and	I	don’t	
think	that	they’ve	got	the	time	to	do	a	proper	patient	assessment.	(Pretty	CO2)	
Further,	 this	 implies	 that	 time	 devoted	 to	 patients	 by	 RNs	 especially	 in	 the	
community	may	be	important	in	in	relation-	building	in	nursing	practice.	
Privacy	 was	 also	 considered	 to	 be	 important	 to	 CDM.	 RNs	 especially	 in	 the	






effective	 communication	 skills	 for	 effective	 CDM	 and	 patient	 outcomes.	 RNs	







Another	 important	 factor	 that	 influenced	RNs’	CDM	was	empowering	patients.	
Most	RNs	regarded	the	relationship	with	the	patient	as	important	in	facilitating	
effective	 CDM	 to	 manage	 constipation.	 RNs,	 especially	 from	 the	 community	
clinical	 setting,	 viewed	 the	 patient’s	 perspective	 as	 influencing	 how	 clinical	
decisions	are	made.	This	suggests	that	CDM	may	be	influenced	by	the	needs	of	the	




	Everybody's	 got	 to	 be	 treated	 as	 an	 individual	 because	 nobody's	 the	 same.		
everybody	has	a	different	cycle	when	it	comes	to	their	bowels	and	what	means	
something	 to	 one	 person,	 doesn't	 mean	 the	 same	 thing	 to	 the	 next	 person.		
(Margaret	MON8)	
The thing is every client's different.  What works for one won't work for the other 
one.  So, you've got to have all your medications and mix and match, as per client.  
One doesn’t fit all.  (Portia CO5)	






Consequently,	 patients	 had	 an	 influence	 on	 how	 decisions	 were	 made.	
Furthermore,	RNs	in	the	community	took	into	consideration	the	patients’	needs	
and	knowledge.	





RNs,	 regardless	 of	 their	 clinical	 experience	 level,	 determined	 that	 patients’	
education	was	 another	major	 component	 that	 influences	 effective	 CDM	when	



















Some	 RNs	 considered	 empathy	 as	 important	 to	 empower	 patients	 and	 create	





You kinda of think if it’s worth doing this to them. Is the constipation not worrying 
them because they are not eating that much? They only eat hardly anything for last 










contact	 with	 the	 patient	 was	 important	 for	 constipation	 assessment	 and	
treatment.	RNs	 in	the	community	do	not	see	their	patients	as	 frequently	as	do	























contribution	 may	 be	 direct	 or	 indirect,	 depending	 on	 the	 clinical	 situation.	
Therefore,	the	patient’s	perspective	plays	an	important	part	to	CDM.	
Some	 RNs,	 especially	 in	 the	 community,	 extended	 their	 relationship	 to	 the	
patient’s	family	or	carers,	indicating	the	importance	of	family	involvement	during	



















The	 RNs,	 particularly	 from	 the	 community	 clinical	 setting,	 rely	 on	 forming	
















changed	as	 they	gained	more	 clinical	 experience	 in	 their	 area	of	practice.	RNs	
became	more	proactive	when	approaching	clinical	situations.	Drawing	on	clinical	
or	personal	experience	also	influenced	their	CDM.	RNs	related	their	personal	and	
clinical	 experiences,	 and	 how	 these	 influenced	 their	 CDM.	 Accessing	 clinical	
guidelines	was	observed	by	most	RNs	as	important	in	guiding	CDM.	However,	it	
was	 evident	 that	most	RNs	 relied	 on	 their	own	experience,	 or	 relied	 on	 other	
health	professionals,	because	of	 a	 lack	of	 appropriate	 constipation	assessment	
tools	or	guidelines.	
RNs	 mostly	 relied	 on	 previous	 experience	 to	 inform	 their	 clinical	 decisions;	
however,	 they	 acknowledged	 the	 importance	 of	 working	 as	 part	 of	 a	
multidisciplinary	 team	 and	 of	reliance	 on	 other	 health	 professionals’	 advice.	
Conferring	with	other	health	professionals	may	be	a	reflection	of	the	RN’s	level	of	







It	was	 evident	 that,	when	 commencing	 clinical	 practice,	 RNs	 found	 that	 other	





Empowering	 patients	helps	 them	 to	 realise	 that	 their	 needs	 are	 an	 important	
component	of	clinical	decision-making.	Such	relationships	may	provide	a	deeper	
understanding	 of	 the	 cancer	 patient’s	 individual	 needs	 regarding	 constipation	
management.	 The	 RNs	 found	 that	 empathy	 for	 the	 patient’s	 situations	 was	
important	 to	CDM	 and	 facilitated	 the	 evaluation	 of	 the	 patients’	 cues	 and	
contributes	 to	 effective	 constipation	 treatment	 plans.	 Privacy,	 respecting	 the	














answers	 the	 research	 question	 of	 how	 RNs	 make	 CDs	 when	 managing	





The	 RNs’	 levels	 of	 experience	 will	 be	 discussed	 using	 Benner’s	 theoretical	
framework	 “From	 Novice	 to	 Expert”	 categories	 and	 serves	 as	 a	 reference	 for	
exploring	 the	CDM	processes	and	abilities	of	 the	RNs.	Benner’s	 (1984)	 theory	
captures	some	aspects	of	RNs’	CDM.	In	this	discussion	chapter,	CDM	is	referred	
to	 as	 the	process	 of	 making	 clinical	 judgements	 and	may	 incorporate	 clinical	










The	 study	 RNs	 shared	 their	 experiences	 of	 what	 influenced	 their	 CDM	when	
managing	constipation	 in	cancer	patients.	The	themes	developed	explain	what	






(Coffi,	 2011;	Payne,	2015).	 Studies	have	also	 indicated	 that	CDM	 is	 a	 complex	
activity	undertaken	by	RNs	(Coffi,	2011;	Payne,	2015;	Davis	&	Maisano,	2016).	
However,	 studies	 have	 not	 identified	 how	 RNs	 make	 their	 CDs	 to	 manage	
constipation	in	cancer	patients,	hence	the	importance	of	the	present	study.	










in	 nursing	 (Benner,	 1984;	Benner	&	Tanner,	 1987;	 Ellis,	 2017;	 Jackson,	2016;	




outcomes	 (Brower,	 2017;	 Zimmerman,	 2017).	 This	 brings	 attention	 to	 the	
importance	of	evidence-based	practice	in	informing	CDM	to	effectively	address	
constipation	in	cancer	patients.	
The	 literature	describes	evidence-based	practice	as	 the	 implementation	of	 the	
best	 available	 research	 evidence,	 together	 with	 patient	 perceptions,	 and	
combined	with	clinical	expertise	to	address	a	clinical	problem	(McKeever	et	al.,	
2016).	As	such	RNs have direct contact with patients throughout the continuum of 
cancer care (Woodward, 2012), and their CDM forms an essential component of 
achieving effective evidence-based strategies to manage constipation in this patient 
group. In nursing practice, evidence-based practice forms an integral component of 
patient care and contributes	to	improved	patient	outcomes	(Brower,	2017).	Health	
professionals	need	to	incorporate	evidence-based	practice	into	their	healthcare	







likely	 to	 seek	 out	 evidence-based	 clinical	 guidelines	 if	 they	 acknowledged	 the	
importance	their	CDM.	This	is	line	with	Johnston,	Coole	and	Feakes	(2016)	who	
said	clinical	tools	are	more	likely	to	be	used	if	they	are	perceived	as	informing	
practice,	 relevant	 to	 both	 the	 nurse	 and	 the	 patient,	 and	 not	 a	 burden	 to	




The	 study	 findings	 showed	 that	 education	 had	 a	 significant	 role	 in	 how	 RNs	
developed	CDM	skills.	The	Hypothetico-Deductive	Reasoning	model	asserts	that	













rather	than	education.	This	 implies	 that	 the	 in-depth	knowledge	that	develops	






over	time.	 It	was	clear	 that	most	RNs	recognised	themselves	as	novices	at	 the	
beginning	 of	 their	 nursing	 practice	 and	 explained	 how	 they	 needed	 some	
guidance	with	CDM.	This	aligns	with	the	work	of	Benner	(1984	)	and	Gillespi	and	
Peterson	 (2009)	who	described	 that	 novice	 nurses	usually	 refer	 to	 guidelines	
when	making	clinical	decisions,	due	to	a	lack	of	experience.	It	has	been	proposed	
that	CDM	improves	as	the	nurse	gains	more	experience	of	nursing	patients	within	
a	 specific	 speciality	 and	 their	 CDM	 becomes	 more	 intuitive	 (Benner,	 1984;	
Gillespie	&	Peterson,	2009).	The	RNs	became	confident	with	their	CDM	as	they	
gained	 more	 clinical	 experience.	 Further,	 expert	 RNs	 are	 able	 recognise	









(2009)	 showed	 that	 nurses	used	 their	 previous	 clinical	 experience	when	 they	
recognised	that	the	symptoms	from	one	patient	corresponded	to	other	patients.	
Benner	(1984)	and	Stinson	(2017)	postulated	that	nurses	develop	intuitive	CDM	









consistent	 with	 previous	 studies,	 which	 stressed	 the	 importance	 of	 years	 of	
nursing	 experience	 in	 clinical	 practice	 (Benner,	 1984;	 Gillespie	 &	 Peterson,	








being	 a	 novice	 to	 becoming	 an	 expert	 nurse	 and	 how	 it	 influenced	 the	
development	of	their	CDM	skills.	Working	in	the	same	speciality	for	a	long	time	
helped	these	RNs	gain	confidence	and	experience	to	make	clinical	decisions.	The	
RN’s	 level	 of	 clinical	 experience	 became	 more	 evident	 when	 they	 started	 to	
confidently	 rely	 on	 experiences	 to	 make	 clinical	 decisions	 rather	 than	





as	 to	 how	 they	made	 clinical	 decisions.	Despite	 the	RNs’	 levels	 of	 experience,	
there	were	similarities	when	describing	their	clinical	decisions	made	to	manage	
constipation	in	cancer	patients.	Importantly,	the	level	of	clinical	experience	plays	












environmental	 causes	 (Huang,	2016;	Kyle,	2011;	Mitchell,	 2014b;	Nancekivell-
Smith,	2010).	Notably	in	the	literature,	health	professionals	and	patients	seem	to	








The	 literature	 shows	 that	 although	 there	 are	 many	 different	 medications	
available,	there	appears	to	be	no	consensus	on	the	best	approach	to	constipation	
management	 in	 cancer	 patients	 (Bardsley,	 2017;	 Droney	 et	 al.,	 2008;	 Emly	 &	
Marriott,	2017;	Fredericks	et	al.,	2010;	Woolery	et	al.,	2008).	This	was	probably	
why	 RNs’	 CDM	 were	 based	 on	 their	 previous	 successes	 and	 failures	 when	







than	one	aetiology	 (Emly	&	Marriott,	2017).	The	 study	 findings	 identified	that	
RNs’	 CDM	 may	 be	 influenced	 by	 constipation	 treatment	 options.	 In	 support,	
Huang	 (2016)	 and	 Gardiner	 (2014)	 state	 that	 the	 success	 of	 constipation	
management	may	be	influenced	by	the	availability	of	treatment	options.		
During	the	interview	process,	RNs	referred	to	a	wide	range	of	laxatives	readily	
available	 to	 manage	 constipation	 in	 cancer	 patients.	 However,	 they	 did	 not	
elaborate	on	CDM	regarding	laxatives	choices	and	their	treatment	options	were	
evidently	 based	 on	 their	 own	 previous	 experience	 when	 administering	 these	







Brown,	 Henderson,	 and	McDonagh	 (2009);	 Chapman	 and	 Hungerford	 (2015);	
Diego,	Atayee,	Helmons,	Hsiao,	and	Von	Gunten	(2011),	who	highlighted	that	the	
widely	 used	 guidelines	 to	 commence	 laxatives	 concurrently	 with	 prescribed	







expertise	 in	 understanding	 the	 constipation	 treatment	 options	 available	
contributes	to	patients	often	receiving	more	than	one	form	of	laxative	belonging	













Cancer	 patients	 who	 present	 with	 constipation	 need	 a	 comprehensive	







a	 comprehensive	 history	 and	 proper	 guidelines	 impact	 on	 patient	 treatment	
outcomes	(Bardsley,	2017;	Huang,	2016;	Kyle,	2011;	Nancekivell-Smith,	2010).	




2015),	 including	 those	 of	 constipation	 in	 cancer	 patients	 (Woodward,	 2012;	
Huang,	2016;	Wickham,	2017).		
Wickham	 (2016)	 and	 Huang	 (2016)	 highlighted	 that,	 in	 the	 management	 of	
constipation	 in	 cancer	 patients,	 thorough	 and	 appropriate	 assessment	 of	




assessment	 as	 an	 important	 approach	 for	 improving	 the	 management	 of	
constipation	 in	 cancer	 patients	 (Bardsley,	 2017;	 Lentz,	 2010).	 However,	 the	
current	study	findings	showed	that	RNs	relied	on	their	own	clinical	experience	







were	 identified	 including;	 the	 lack	 of	 constipation	 assessment	 tools	 readily	
available	at	the	patient’s	bedside	or	in	their	home	(for	those	patients	nursed	in	




assessment	 tools,	 however	 they	 described	 them	 as	 out	 of	 date,	 difficult	 to	
interpret,	 and	 not	 helpful	 for	 their	 CDM.	 Day	 et	 al.,	 (2014)	 highlighted	 that	
successful	 constipation	assessment	may	depend	on	 the	availability	of	 effective	
assessment	 tools.	 This	 is	 consistent	 with	 Librach	 et	 al.,	 (2010),	 who	




as	 emphasised	 by	 Mitchell	 (2014a),	 adequate	 and	 appropriate	 assessment	 of	








possible	 that	 the	 reliance	 on	 experience	 overrode	 the	 importance	 of	 using	
evidence-based	tools	to	guide	their	CDM.	For	example,	the	RNs	most	commonly	





believes	 that	 diagnosing	 constipation	 using	 bowel	 movement	 per	 day	 can	 be	
misleading,	as	many	people	have	fewer	or	more	movements	without	having	other	
symptoms.	 Consequently,	 CDM	 based	 on	 the	 above	 interpretations	 may	 be	
inaccurate,	impacting	on	patient	outcomes.	Evidence-based	studies	recommend	
a	 holistic,	 person-centred	 assessment	 of	 constipation,	 focusing	 on	 bowel	
movement,	 current	medications,	history	of	 laxative	use,	 fibre	 and	 fluid	 intake,	
physical	activity,	and	psychosocial	history	(	Huang,	2016).		
Studies	 show	 that	 assessment	 is	 the	mainstay	 of	 constipation	management	 in	
cancer	 patients	 and	 a	 step-wise	 approach	 is	 necessary	 (Bardsley,	 2017;	
















is	only	used	 to	 diagnose	 functional	 bowel	disorders	 (FBDs)	 (Emly	&	Marriott,	
2017;	Mearin	et	al.,	2016).	The	Rome	III	criteria	was	used	to	diagnose	functional	
constipation,	 irritable	 bowel	 syndrome,	 functional	 abdominal	 bloating/	
distention,	functional	diarrhoea,	and	unspecified	bowel	disorders.	The	Rome	IV	
criteria	 now	 has	 included	 opioid-induced	 constipation	 as	 the	 sixth	 category,	

















tools	 are	 correctly	 used,	 they	 can	 guide	 nurses’	 CDM,	 help	 reduce	 these	
unpleasant	 symptoms,	 avoid	 the	 tragic	 consequences	 of	mismanagement,	 and	




The	 second	 theme	 “developing	 partnerships”	 described	 the	 importance	 of	
patients,	 families,	 and	 other	 health	 professionals	 in	 CDM.	 RNs	 from	 both	 the	
community	 health	 facility	 and	 acute	 medical	 oncology	 ward	 clinical	 settings	







Muhammad	 (2014),	who	 found	 that	a	 shared	decision-making	process	plays	a	
significant	role	in	improving	the	quality	of	care	given	to	patients.	Implementing	
these	strategies	can	promote	a	patient-centred	approach	to	the	CDM	process	(Ali	







In	 this	 study,	 RNs	 from	 both	 study	 settings,	 although	 relying	 on	 their	 own	
experiences,	 acknowledged	 the	 importance	 of	 working	 as	 part	 of	 a	
multidisciplinary	 team	 (MDT),	 especially	 the	 importance	 of	 seeking	 expert	
support	when	faced	with	challenging	clinical	situations.	However,	the	community	
RNs	were	more	 likely	 to	 seek	 the	 input	 of	 other	 health	 professionals	 such	 as	
General	practitioner	(GP),	doctors,	Clinical	Nurse	Consultants	(CNC)	and	Clinical	
Nurse	 Specialist	 (CNS)	 compared	 to	 their	 counterparts	 working	 in	 an	 acute	
clinical	setting.	These	RNs	stressed	that	in	hospitals	there	is	a	lot	of	support	from	













especially	novice	nurses,	often	 require	verbal	 and	physical	 cues	 to	assist	with	
CDM	(Walton,	2016;	Payne,	2015).	When	making	clinical	decisions,	novice	nurses	
are	 prone	 to	 making	 errors	 because	 of	 their	 limited	 clinical	 knowledge	 and	
experience;	they	tend	to	seek	information	from	experts	to	help	solve	the	problem	
(Payne,	2015;	Standing,	2008).	This	is	supported	by	Benner	(1984)	that,	in	the	
novice	 stage,	 the	 RNs	 do	 not	 have	 domain-specific	 experiences	 to	 guide	 their	
decision-making	 (Benner,	 1984;	 Davis	 &	Maisano,	 2016).	 This	 finding	 implies	
that	 when	 RNs	 have	 little	 in-depth	 knowledge	 of	 the	 patient’s	 symptom	
management,	they	rely	on	the	management	plans	of	other	health	professionals	to	
guide	their	decisions.		






influencing	 CDM.	 As	 mentioned,	 some	 of	 the	 RNs	 were	 highly	 dependent	 on	
others	at	the	beginning	of	their	nursing	practice.	Notably	when	some	RNs	reached	
the	“competent”	level,	they	were	able	to	practice	without	the	direction	of	other	
health	 professionals,	 though	 the	 need	 to	 consult	 others	 was	 still	 seen	 as	
important.	 Dependence	 on	 other	 staff	 decreased	 as	 the	 years	 of	 clinical	
experience	practice	increased.		This	may	be	because	these	RNs	were	exposed	to	
a	 variety	 of	 patient	 situations,	 which	 extended	 their	 clinical	 knowledge	 and	










collaboration	 with	 patients	 and	 their	 families	 to	 achieve	 optimal	 patient	






approach	of	working	 together,	which	enables	participation,	 choice,	 and	equity	
within	a	 trusting	relationship	that	 is	based	on	support	and	mutuality.	Further,	
Chaboyer	 et	 al.,	 (2016)	 asserts	 that	 taking	 time	 to	 build	 trust	 and	 establish	
relationships	with	patients	is	worthwhile	to	facilitate	positive	patient	outcomes.	
The	RNs	in	this	study	placed	great	emphasis	on	involving	patients	when	making	
decisions	 to	manage	 constipation	 symptoms.	 This	 is	 in	 line	with	 a	 systematic	
review	 conducted	 by	 Ali	 and	 Muhammad	 (2014),	 which	 emphasised	 the	
importance	 of	 involving	 patients	 in	 clinical	 decisions	 and	 the	 significant	
improvement	this	made	in	the	quality	of	care	given	to	patients.	In	the	community	
clinical	 setting,	 regardless	 of	 the	 RN’s	 level	 of	 experience,	 working	 with	 the	
patient	was	perceived	as	important	for	constipation	assessment	and	treatment	
outcomes.		
In	 the	 community,	 nurse–patient	 relationship	 building	 was	 important	 as	 the	
patient	may	 refuse	 entry	 into	 their	 home;	 this	 relationship	 is	 different	 to	 the	
nurse–patient	relationship	 in	a	hospital	setting.	The	patient	encounters	of	RNs	
working	 in	 the	 community	 clinical	 setting	 is	 limited	 to	 certain	 visiting	 days,	
compared	to	more	frequent	encounters	of	hospital-based	RNs.	Community	RNs,	










encouraging	patients	 to	verbalise	 their	experiences	of	 taking	medication	helps	
health	professionals	to	identify	issues	associated	with	non-compliance,	based	on	
side	effects.	This	affirms	 that	developing	 relationships	with	patients	helps	 the	




discussing	 treatment	 options	 to	 alleviate	 constipation	 symptoms.	 In	 oncologic	
nursing,	communication	is	a	key	component	in	providing	cancer	care	and	nurses	












cancer	 patients	with	 constipation.	This	 is	 consistent	with	Mitchell	 (2014)	 and	
Wickham	(2016),	who	showed	that	a	lack	of	proper	constipation	assessment	due	
to	poor	 communication	may	 lead	 to	symptom	misinterpretation,	 impacting	on	
patient	outcomes.	Brownie,	Scott	and	Rossiter	(2016)	added	that	communication	
between	nurse	and	patient	can	be	difficult	impacting	on	therapeutic	relationships	
and	 patient	 outcomes.	 Therapeutic	 communication	 skills	 strengthen	 patient	 -
nurse	 relationships	 (Brownie	 et	 al.,	 2016),	 hence	 the	 importance	 of	 effective	
interaction	with	patients	who	are	suffering	from	constipation	and	cancer.		
Effective	communication	supports	the	nurse–patient	relationship,	which	creates	
an	 environment	 of	 trust	 and	 makes	 patients	 feel	 involved	 and	 respected	
(Zamanzadeh	 et	 al.,	 2014).	 Effective	 communication	 is	 defined	 as	 a	 two-way	
process	 of	 exchanging	 the	 right	 information	 and	 allows	 individuals	 sharing	















with	studies	which	have	 shown	 that,	 at	 times,	patients	with	 constipation	have	
some	difficulties	expressing	their	symptoms	and	may	not	discuss	their	symptoms	
voluntarily	(Huang,	2016;	Lentz	&	McMillan,	2010).	Studies	have	also	emphasised	
how	 a	 lack	 of	 communication	 between	 healthcare	 professionals	 and	 cancer	
patients	 may	 contribute	 to	 inadequate	 symptom	 control	 (Mitchell,	 2014a;	
Nancekivell-Smith,	2010).		
The	study	findings	showed	that	effective	communication	is	a	major	component	
to	 inform	 CDM	 to	 achieve	 optimal	 patient	 outcomes.	 Through	 skilled	
communication,	RNs	empowered	patients	and	their	families	by	engaging	them	in	
decisions	about	constipation	treatment	plans.	In	this	study,	respecting	the	patient	









In	 this	 current	 study,	 forming	 partnerships	 with	 patients	 provided	 RNs	 with	
clinical	 knowledge	 concerning	 individual	 patient	 responses	 to	 treat	 their	
constipation	 symptoms.	 Nurse–patient	 participation	 in	 decision-making	
empowers	patient	collaboration,	which	is	the	foundation	for	a	plan	of	care	that	is	
focused	on	the	needs	of	the	patient	(Ali	&	Muhammad,	2014;	Cicekci	et	al.,	2017;	






dietary	 and	 lifestyle	 modifications.	 This	 is	 in	 line	 with	 a	 study	 conducted	 by	
Foster,	Idossa,	Lih-Wen,	and	Murphy	(2016),	which	emphasised	the	importance	
of	 oncologic	 nurses	 in	 delivering	 effective	 patient	 education	 as	 an	 optimal	
approach	to	patient-centred	care.		
This	study	further	showed	that	family	involvement	has	an	influence	on	how	RNs	
make	 CDs	 to	manage	 constipation	 in	 cancer	 patients.	Most	 of	 the	 RNs	 had	 to	







their	 families	 (Holroyd,	 2015;	Wickham,	 2016),	 hence	 the	 importance	 of	 RNs	
developing	 partnerships	 with	 families	 to	 achieve	 effective	 constipation	
treatments.	Expert	RNs	seek	family	support	when	dealing	with	cancer	patients	
(Lentz	 &	McMillan,	 2010).	 Tariman	 et	 al.,	 (2016)	 showed	 that	 the	 support	 of	




a	 multidisciplinary	 team,	 which	 requires	 collaborative	 team	 communication	
regarding	 patient	 care	 plans.	 Building	 trust	 and	 having	 well-established	
relationships	 with	 patients	 and	 their	 families	 may	 be	 worthwhile	 in	 making	
decisions	 regarding	 constipation	 treatment	 plans.	 Patient	 and	 family	
partnerships	in	CDM	are	not	only	empowering	but	have	the	potential	to	lead	to	
appropriate	constipation	management	and	promote	patient	quality	of	life.	Such	
relationships	 may	 provide	 a	 deeper	 understanding	 of	 the	 cancer	 patient’s	
individual	needs	regarding	their	constipation	management.	Further,	empowering	










RNs’	 CDM	 when	 managing	 constipation	 in	 cancer	 patients.	 The	 key	 issues	
identified	 included	those	 influencing	RNs’	practice	such	as	 level	of	experience,	
drawing	on	clinical	or	personal	experiences,	and	lack	of	knowledge	of,	and	use	of,	
assessment	 tools.	Many	 RNs	 identified	 developing	 partnerships	with	 patients,	
families,	and	other	health	professionals	as	influential	to	their	CDM.	Through	the	
discussion,	an	insight	has	been	gained	regarding	RNs’	CDM	processes	within	the	
context	 of	 clinical	 experience,	 as	 stipulated	 by	 Benner’s	 (1984)	 theory	 “From	
Novice	to	Expert”.		
It	 is	 important	 to	understand	 the	 impact	 of	 constipation	 in	 cancer	 patients	 to	
promote	 educational	 prevention	 programs	 and	 to	 provide	 information	 to	
patients	 and	 their	 families.	 The	 next	 and	 final	 chapter	 presents	 the	 study	
















cancer	 patients’	 disease	 trajectory	 and	 the	 complications	 associated	 with	
treatment.	 Several	 studies	 have	 identified	 theoretical	 frameworks	 about	 CDM	












included	 clinical	 or	 personal	 experiences,	 lack	 of	 knowledge	 of,	 or	 use	 of,	
constipation	assessment	tools,	developing	partnerships	with	patients	and	their	
families,	and	conferring	with	other	health	professionals.	It	was	evident	that	RNs’	






to	 make	 clinical	 decisions,	 which	 are	 essential	 for	 providing	 the	 quality	 care	
required	 by	 cancer	 patients	 with	 constipation.	 RNs	 from	 both	 study	 settings	
formed	 partnerships	 with	 patients	 and	 their	 families	 when	 making	 clinical	
decisions	 to	 manage	 constipation	 in	 cancer	 patients.	 Forming	 partnerships	
fostered	patient	collaboration	aimed	to	achieve	optimal	patient	outcomes.		
The	qualitative	descriptive	method	used	in	this	study	was	the	most	appropriate	
research	 approach	 in	 describing	 how	 study	 RNs	 made	 CDs.	 This	 study	 has	
successfully	described	what	influences	RNs’	CDM	when	managing	constipation	in	















professional	 development	 programs	 and	 are	 more	 familiar	 with	 professional	
discourses,	may	make	different	clinical	decisions.	Furthermore,	while	the	study	












representative	 sample	 would,	 in	 turn,	 provide	 more	 detail	 about	 RNs	 CDM	
regarding	constipation	this	patient	group.	





by	 two,	 and	 expert	 by	 six,	 respectively.	 Consequently,	 other	 RNs	 might	 have	
















being	 observed	 as	 a	major	 source	of	 distress	 that	 impacts	 on	 cancer	 patients’	
quality	of	 life.	Therefore,	educational	programs	are	required	 for	RNs	who	take	
care	of	cancer	patients,	to	understand	the	impact	of	constipation	on	a	patient’s	
quality	 of	 life.	 RNs	 need	 to	 continue	 developing	 and	 expanding	 their	 skills	 to	









to	 use	 clinical	 assessment	 tools	 that	 are	 standardised	 and	 evidence-based	 to	
promote	positive	patient	outcomes.	Constipation	assessment	guidelines	need	to	
be	 clearly	 outlined	 in	 the	 policy	 and	 procedure	 manuals	 of	 healthcare	













courses	 of	 laxatives	 in	 this	 patient	 group.	 It	 is	 recommended,	 therefore,	 that	
health	 organisations	 provide	 clear	 instructions	 to	 RNs,	 based	 on	 the	 latest	
evidence	 available,	 regarding	 administering	 nurse-initiated	 laxatives.	 This	will	
empower	RNs	to	manage	constipation	proactively,	without	relying	on	experience	
alone	or	doctors’	prescriptions.		
RNs	 in	 this	 study	 stressed	 the	 importance	 of	 developing	 partnerships	 with	
patients	and	their	families.	This	affirms	the	pivotal	role	of	RNs	who	engage	with	
patients	 and	 families,	 supporting	 them	 as	 they	 struggle	 to	 deal	 with	 this	
distressing	symptom	of	constipation.	Supporting	RNs	in	developing	partnerships	
with	 patients	 and	 their	 families	 should	 be	 encouraged	 to	 improve	 patients’	
quality	of	life.	Further	research	is	needed	to	focus	on	patients’	and	their	families’	






constipation.	 RNs	 need	 to	 be	 taught	 in	 undergraduate	 programs	 good	
communication	 skills	 to	 enable	 them	 to	 develop	 trusting	 relationships	 that	
empowers	patients,	their	families	and	carers.		
The	study	 findings	affirmed	that	communication	skills	 form	the	 foundation	 for	
developing	a	strong	bond	of	trust	between	the	patient	and	a	nurse.	However,	as	




communication	 to	 CDM.	 It	 is,	 therefore,	 recommended	 that	 these	 significant	
communication	 skills	 be	 taught	 at	 undergraduate	 level,	 as	 well	 as	 in	 clinical	
practice,	to	promote	quality	of	care	and	improve	patient	outcomes.		
Academic	and	clinical	educators	need	to	create	experiences	that	provide	students	
with	 opportunities	 to	 learn	 CDM	 skills	 and	 abilities	 along	 the	 continuum	 of	
professional	 development	 within	 the	 oncology	 specialty.	 Furthermore,	 an	
understanding	 of	 how	 novice	 RNs	 make	 their	 clinical	 decisions	 to	 manage	
constipation	 in	 cancer	 patients	 during	 their	 first	 year	 of	 practice	 will	 enable	
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PARTICIPANT INFORMATION SHEET  
 
Study	 Title:	 Registered	 nurses’	 clinical	 decision-making	 when	 managing	



































location	of	 the	 interview	can	be	negotiated	with	the	researcher.	The	 interview	
may	 last	 between	 45	 and	 60	 minutes	 and	 will	 be	 audiotaped.	 You	 will	 be	
interviewed	once	during	this	period.	The	researcher	may	contact	you	to	check	the	
accuracy	 of	 the	 data	 collected	 and	 to	 validate	 whether	 the	 reported	 findings	
represent	your	experiences.	During	the	interview,	you	will	be	asked	a	series	of	
questions.	These	questions	will	 relate	 to	your	experiences	of	 clinical	decision-
making	as	RN	when	managing	constipation	in	patients	with	cancer.	You	may	not	

















Yes,	 you	 can	 tell	 other	 people	 about	 the	 study	 and	 provide	 them	 with	 the	


























	 	 	 Contact	details:	
																				
































PARTICIPANT CONSENT FORM 
 




1. I	 understand	 that	 the	 researcher	 will	 conduct	 this	 study	 in	 a	 manner	
conforming	to	ethical	and	scientific	principles	set	out	by	the	National	Health	
















5. I	 acknowledge	 that	 I	 am	 volunteering	 to	 take	part	 in	 this	 study	 and	 I	may	
withdraw	at	any	time.	
6. I	 acknowledge	 that	 this	 research	 has	 been	 approved	 by	 the	 Nepean	 Blue	
Mountains	Local	Health	District	Human	Research	Ethics	Committee.	
7. I	 acknowledge	 that	 I	have	 received	a	 copy	of	 this	 form	and	 the	Participant	
Information	Sheet,	which	I	have	signed.	
8. I	acknowledge	that	any	regulatory	authorities	may	have	access	to	my	records	
to	monitor	 the	 research	 in	which	 I	 am	 agreeing	 to	 participate.	However,	 I	
understand	 that	 my	 identity	 will	 not	 be	 disclosed	 to	 anyone	 else	 or	 in	
publications	or	presentations.	
















This	 study	 has	 been	 approved	 by	 the	 Nepean	 Blue	 Mountains	 Local	 Health	











































regarding	 the	 study	 entitled	 “Registered	 Nurses’	 clinical	 decision-making	 in	 managing	
constipation	 in	patients	with	cancer”.	The	research	 forms	 the	basis	 for	my	Master	of	Nursing	







40	 to	 60	 minutes	 and	 will	 be	 conducted	 one-on-one	 in	 a	 place	 and	 time	 convenient	 to	 the	





































        
Registered Nurses working in [insert site] who want to be part of a nursing 
study on experiences of making clinical decisions when managing 
constipation in patients with cancer. 



































How	 long	 have	 you	 been	 nursing	 in	 this	 area	 (acute	 medical	 oncology	
ward/community	health	facility?)	__________________________	
What	made	you	choose	to	work	in	this	area?	
Have	you	done	any	other	courses	related	to	cancer	nursing?	Yes/No	
If	yes,	list:		 ______________	
										 	 ______________	
195	
	
	
	
	
Are	you	considering	doing	any	courses	related	to	cancer	nursing?	Yes/No	
If	yes,	list:		 ______________	
										 	 ______________	
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Appendix	8:	Interview	guide	
	
Interview	guide		
1. As	an	RN	working	in	medical	oncology	ward/in	the	community,	tell	me	about	a	
patient	with	constipation	who	you	have	nursed.	What	was	the	most	interesting	
experience	of	taking	care	of	this	patient?		
2. 	Can	you	share	with	me	some	of	the	clinical	decisions	you	made	…?	
3. What	are	some	of	the	things	you	talk	about	and	then	do	when	a	patient	tells	you	
they	are	constipated	…?	
4. How	do	you	think	you	developed	these	skills	of	making	such	clinical	decisions?	
5. How	have	your	thoughts	and	actions,	as	an	RN,	influenced	or	not	influenced	you	
in	making	these	clinical	decisions?		
6. What	are	other	things	from	your	experience	that	might	have	influenced	or	not	
influenced	your	clinical	decision-making	that	you	have	not	yet	mentioned?	
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7. In	your	experience,	what	is	the	best	way	of	improving	clinical	decision-making	
in	the	management	of	constipation	in	patients	with	cancer?		
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